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Exclusive breastfeeding for the first six months is recommended for the significant 
maternal and infant health benefits it conveys across the lifespan.  Australia boasts high 
breastfeeding initiation rates, however the duration of breastfeeding falls well short of 
national and global targets.  A deeper understanding of mothers’ interactions with 
breastfeeding supports could assist to further inform how the service of support is currently 
being received and the meaning it has for individual mother’s breastfeeding success. 
Narrative Inquiry examined the stories of seven Western Australian women’s lived 
experiences of support whilst establishing breastfeeding.  Data included stories from semi-
structured indepth narrative-based interviews, retold narratives and background related to 
demographic details, family breastfeeding history and pregnancy, birth and general health 
information.  Clandinin and Connelly’s (2000) three-dimensional space structure of 
temporality, sociality and situation was used   to enable an understanding of the relational 
aspects and the changeable nature of mothers’ breastfeeding support experiences. 
Thematic data analysis revealed four major themes: Trusting in the ‘natural’, navigating 
the complexity of the breastfeeding journey, battling others’ assumptions, and finding 
strength in supportive environments.  All mothers found strength in the supportive 
interactions they experienced from professional, peer and family support, particularly from 
those whose guidance and assistance reflected the mother’s own personal beliefs about how 
important breastfeeding was to them.  However, many barriers were also encountered, 
indicating there are still deficits in the support offered to breastfeeding mothers that need 
addressing. 
The support experienced could have been improved by more positive societal attitudes 
and a more knowledgeable, non-judgemental health system that delivered anticipatory, 
rather than reactive support responses, and recognised individuality, and the importance of 
self-efficacy and the role of family support in overcoming breastfeeding difficulties. 
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1.1 Introduction 
Breastfeeding is widely recognised as the best method of choice for infant feeding.  This 
recognition is the result of evidence, supported by systematic reviews and meta-analyses that 
confirm short term breastfeeding benefits for maternal, infant and child health (Allen & Hector, 
2005; Renfrew, McCormick, Wade, Quinn & Dowell, 2012).  These studies also indicate that 
some health benefits extend into adolescence and play an important role in reducing the burden 
of chronic disease across the lifespan (Horta & Victora, 2013; Kramer & Kakuma, 2012; World 
Health Organisation [WHO], 2003).  As a consequence, the World Health Organisation 
recommends newborns receive only breastmilk for the first six months of life.  Breastmilk 
contains all the necessary infant energy and nutrient requirements for this period of infancy and 
is encouraged to continue beyond until two years of age or more for continued benefits to 
health (WHO, 2003).  Furthermore, rapidly accumulating evidence now affirms the effects are 
dose related with breastfeeding exclusivity to six months of age and increased duration of 
breastfeeding, having more favourable health outcomes.  Breastfeeding research is providing a 
sound evidence base for short term benefits that optimise the health of women and children, 
and the contribution its long term benefits have on healthcare sustainability, particularly in 
reducing the risk of chronic disease later in life. 
1.2 Health Benefits of Breastfeeding 
Findings from research into the health benefits of breastfeeding predominately derive 
evidence from well designed cohort and observational studies of infant feeding methods.  
This is largely due to the difficulties of conducting randomised controlled trials as it would be 
considered unethical to allocate participants to not receive breastmilk. Nevertheless, a 
significant body of convincing evidence is gathering for the protective effect breastfeeding 
provides against respiratory and gastrointestinal infectious disease (Horta & Victora, 2013) 
and sudden infant death syndrome (Hauck,Fenwick, Dhaliwal, Butt & Schmied, 2011;Hauck, 
Thompson, Tanabe, Moon & Vennemann, 2011).  In addition to this, there is mounting 
research that is illustrating a clear dose-response relationship between increased 
breastfeeding duration and possible protection against asthma, chronic digestive disorders 
(Henriksson, Broström & Wiklund, 2012; Kusunoki et al., 2010), and cognitive development 
(Allen & Hector, 2005; Girard, Doyle & Tremblay, 2017; Ip et al., 2007).  As the health benefits 
of breastfeeding for infants and children are discovered and investigated, short term benefits 
are now being found to contribute to long term health by reducing the risk of childhood 
obesity that predisposes those affected to chronic illnesses in later life (Schwarz & Nothnagle, 
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2015; Smith & Harvey, 2011; Wallby, Lagerberg, & Magnusson, 2017).  Evidence of the 
protective effect breastfeeding provides is increasing in the literature, and the effect this is 
having on the promotion of health across the lifespan is unravelling progressively. 
The more exclusive and the longer mothers breastfeed their infants, the more the risk 
and impact of chronic disease in later life is reduced (Khan, Vesel, Bahl & Martines, 2015; 
Kramer & Kakuma, 2012; WHO, 2012; Wardle, De Domenico, & Wen, 2014).  One example of 
this is the development of childhood obesity and its extension into adulthood.  In 2010 a 
longitudinal cohort of 1330 individuals drawn from the Western Australian Pregnancy Cohort 
supported the importance of exclusive breastfeeding and the ability of breastfeeding to 
protect against the health consequences of childhood obesity (Chivers et al, 2010).  Though 
the sample was not drawn randomly and the potential for limitations of data collection to 
affect statistical difference was noted, high participant numbers enabled the study to support 
the importance of exclusive breastfeeding as a protective factor against the risk of adolescent 
obesity.  These findings were then reinforced in a large well-designed retrospective study of 
data from the Early Childhood Longitudinal Study Birth Cohort where breastfeeding was again 
found to support infant and child health by reducing the risk of childhood obesity by nearly 
50% (Moss & Yeaton, 2014).  A later systematic review and meta-analysis of the evidence 
regarding the associations between breastfeeding and the development of non-
communicable diseases such as adult obesity, further supported breastfeeding to be 
protective in the long term (Horta, Loret de Mola & Victora, 2015).  Additionally, this review 
found a 12% reduction in the prevalence of obesity among adults was also identifiable and 
significant. Growing evidence of short and long term health benefits therefore endorse 
breastfeeding as a significant low cost, public health intervention that can assist in optimising 
health in our society. 
Similarly, there is a growing body of research addressing the short and long term health 
benefits of breastfeeding for mothers. Benefits for mothers include a reduction in the risk of 
postpartum haemorrhage (Saxton, Fahy & Hastie, 2016) and infection (Hassiotou & Geddes, 
2015), mental health protection that includes mother-infant bonding (Kendall-Tackett, 2015) 
and a lower risk of developing reproductive cancers (Luan et al., 2013; Unar-Munguīa, Torres-
Mejīa, Colchero & González de Cosīa, 2017).  In 2007 the health benefits of breastfeeding 
were evidenced in a review that supported the protective benefits of breastfeeding while 
acknowledging the psycho-protective effect breastfeeding provides for maternal mental 
health (Ip et al, 2007).  All studies examined in this review were graded for methodological 
quality and allowed for a comparison with formula feeding and varying lengths of 
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breastfeeding.  In the same year, a review conducted by Kendall-Tackett in the field of 
psychoneuroimmunology (PNI) substantiated this protective effect of breastfeeding on 
maternal mental health. 
The literature search conducted by Kendall-Tackett (2007) using Pubmed, PsychInfo, key 
PNI and psychiatry journals, including research from the field of cardiovascular medicine, 
found that breastfeeding protected mother’s mental health by abating stress and 
moderating the normal physiological inflammatory response of pregnancy.  Interestingly, the 
author notes that the psycho-protective benefits of breastfeeding were only evident in the 
absence of breastfeeding difficulties.  When breastfeeding becomes difficult, the practice 
becomes a stressor that predisposes the mother to depression.  Consequently, promoting 
support for breastfeeding mothers to avoid the difficulties that have the potential to deprive 
the mother-infant dyad of the plethora of breastfeeding benefits otherwise available to them 
is of considerable importance.  Recent prospective and longitudinal cohort studies 
investigating the relationship between breastfeeding and postnatal depressive symptoms 
support previous findings of the negative association breastfeeding has with symptoms of 
depression but make no mention of the difficulties experienced or the effect these difficulties 
may or may not have had on the study results (Mohamad Yusuff, Tang, Binns & Lee, 
2015;2016; Stuebe, Grewen & Meltzer-Brody, 2013).  Therefore, the cause-effect 
relationship between breastfeeding and maternal mental health is often cautioned due to 
limitations such as these from data gathered in predominately observational studies.  A 
limitation that is inherent in all breastfeeding research related to public health and risk 
analyses.  Consequently, systematic reviews, meta-analyses and epidemiological 
breastfeeding studies play an essential role in establishing the protective effects of 
breastfeeding.  An example of the role of epidemiology is in the protection that has been 
found for breastfeeding mothers in lowering their risk of developing female reproductive 
cancers.  This was illustrated in data of breastfeeding patterns from a review of 47 
epidemiological studies in 30 countries where a dose-response effect was identified with 
regard to the maternal risk of developing breast cancer.  This study clearly demonstrated that 
for every 12 months a woman breastfeeds, her risk of developing breast cancer was reduced 
by 4.3% (Möller, Olsson, Ranstam, unay & Collaborative Group on Hormonal Factors in Breast 
Cancer, 2002).  A much later meta-analysis of five prospective cohort and thirty case-control 
epidemiological studies by Luan et al., (2013) supported this dose-response effect of 
breastfeeding duration with a reduction in the risk of developing ovarian cancer.  Despite 
possible limitations related to biases of observational studies, strengths included a large 
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sample size and the consideration of a number of subgroups to assess heterogeneity.  
Therefore, the contribution breastfeeding is shown to have on health across the life span for 
mothers and the infants they choose to breastfeed is reinforcing the need to promote 
breastfeeding practice as a low cost public health intervention. 
1.3 Economic Benefits of Breastfeeding 
The analysis of improved breastfeeding practice in the literature is beginning to 
demonstrate a trend of economic benefit.  In the United States an economic cost analysis of 
ten paediatric health conditions, where any or exclusive breastfeeding is shown to reduce risk, 
was conducted to determine the effect on infant morbidity and mortality and subsequent 
economic consequence (Bartick & Reinhold, 2010).  These authors based their analysis on the 
methods of a previous economic analysis of breastfeeding by Weimer (2001), and enhanced 
the rigour of their study by collecting data that allowed for the measurement of breastfeeding 
exclusivity when interpreting results. Analysis of the results indicated that if 90% of families 
breastfed exclusively for 6 months as the WHO recommends, $13 billion per year would be 
saved and an excess of 911 deaths prevented. 
Studies investigating the economic benefits of breastfeeding in Australia have shared 
similar findings.  A quantitative study in the Australian Capital Territory was conducted to 
estimate the hospital cost of treating gastrointestinal and respiratory illnesses, otitis media, 
eczema, and necrotising enterocolitis for which there is convincing evidence that 
breastfeeding is protective (Smith, Thompson & Ellwood, 2002).  This study found 
breastfeeding to be of significant economic benefit.  Despite limitations inhibiting accuracy 
of estimates the results were valuable for public health in illustrating the significant 
hospitalisation costs that are incurred with higher rates of formula feeding.  The protective 
benefits of breastfeeding reduce the likelihood of hospitalisation, and therefore support the 
potential for health care cost saving. 
The protective benefits of breastfeeding are substantiated in the epidemiological 
literature as the trend of increasing chronic disease is being associated with decreasing 
breastfeeding rates.  Evidence linking infant feeding choice with childhood obesity and other 
allergic or immune disorders with chronic disease is consistent (Chivers et al., 2010; Oddy et 
al, 2014).  Obesity represents one of Australia’s rapidly growing chronic disease problems 
and the cost of this to healthcare is considerable (Wilcox, 2014).  In 2007, a review of the 
literature regarding infant nutrition and obesity later in life associated the beginning of a 
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compelling decline in breastfeeding rates in Australia with the beginning of a near congruent 
rise in obesity in Australia (Smith, 2007).  An Australian population-based study of the 
relationships between body mass index and healthcare costs in the first 10 years of life 
confirmed that obesity’s lifetime cost to healthcare is mostly underestimated if population 
estimates omit the early childhood period (Clifford et al., 2015).  Therefore, healthy weight 
promotion in early childhood that begins with choice of infant feeding method, could equate 
to significant healthcare savings at a population level. 
In addition to obesity, asthma is also a growing chronic disease issue burdening the 
health of Australian society and straining our healthcare system (Wilcox, 2014).  Recent 
systematic reviews and meta-analyses show that there is some evidence to suggest that 
breastfeeding provides a protective effect against asthma in childhood (Dogaru, 
Nyffenegger, Pescatore, Spycher, & Kuehni, 2014; Lodge et al., 2015).  These English studies 
found the protection against risk to be most pronounced in the first two years of life, and 
diminish with age until 18 years.  It is also interesting to note that in the Australian Institute 
of Health and Welfare Survey (2007), evaluation of an increase in breastfeeding prevalence 
and changing breastfeeding recommendations to comply more closely with WHO 
recommendations, was associated with a decreased incidence of asthma in children (Binns, 
James & Lee, 2013).  Studies such as these are supported by international research into 
breastfeeding and the role of public health (Brown, 2017; Natbulsi et al., 2019; van Dellen, 
Wisse, Mobach & Dijkstra, 2019; Wolf, 2003) and together have contributed to the position 
the Australian Institute of Health and Welfare (2014) take in acknowledging that improved 
public health relates to a more efficient, cost effective healthcare system.  Consequently, 
the ability of breastfeeding to improve health and lower risk of disease, indicate the 
practice is a necessary element in improving Australia’s long term health and healthcare 
affordability. 
1.4 Breastfeeding Prevalence in Australia 
Though the vast majority of Australian women initiate breastfeeding following birth, 
cessation begins early in the postpartum and rates fall significantly to a relative plateau by 
six months.  National statistics show breastfeeding initiation rates as high as 96% prior to 
hospital discharge.  This exemplary start sees exclusive breastfeeding rates declining to 61% 
at less than one month postpartum and to 15% by six months of age (Australian Institute of 
Health & Welfare, 2011).  Notwithstanding research findings that persistently highlight the 
numerous benefits of breastfeeding, continuation rates remain well below national and 
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international targets for the first six months (Australian Health Ministers’ Conference, 2009; 
Australian Institute of Health & Welfare, 2011; Victora et al., WHO/UNICEF, 2014).  
Therefore, these statistics suggest that the health and economic benefits to be gained by 
breastfeeding in Australia are yet to be fully realised. 
1.5 The Role of Breastfeeding Support 
Support for breastfeeding mothers is well documented as a factor necessary for 
increasing breastfeeding prevalence and adherence to WHO breastfeeding 
recommendations to achieve desired health outcomes and economic benefits of improved 
breastfeeding practice (Allen & Hector, 2005; Brand, Kothari & Stark, 2011; Renfrew et al., 
2012; Wardle et al, 2014). A Cochrane review of 67 studies and more than 56,000 mother-
infant pairs from 21 countries assessed the effectiveness of support for breastfeeding 
mothers to find that support increases the duration of breastfeeding, particularly in settings 
of high initiation rates such as Australia (Renfrew et al., 2012). This is particularly relevant for 
addressing breastfeeding prevalence in this country as a number of studies have shown high 
initiation rates reflect a high intention or desire to breastfeed, which is in turn associated 
with higher exclusivity rates and increased breastfeeding duration (Forster, McLachlan & 
Lumley, 2006; Meedya, Fahy & Kable, 2010; Sarasua, Clausen, Frunchak, 2009).  In 
consideration of this, extending our understanding of mothers’ experiences of support can 
translate into improved knowledge of the specific forms of support mothers need in order 
for their intention to breastfeed to manifest improved prevalence rates. 
Studies investigating support for breastfeeding mothers focus predominately on the 
delivery of support by health professionals, women’s perception of the service of support, the 
women’s experiences in learning to breastfeed and factors affecting breastfeeding exclusivity 
and duration in the first six months postpartum.  The role and responsibility of the health 
professional and health service in the provision of support is clearly identified and discussed in 
relation to women’s experiences, but little reference is made to how women respond or 
interact with the service provided or the role and responsibility they accept in making the 
decision to breastfeed and learning the practice for success.  Research into health professional 
support has been largely limited to the service delivered by midwives and to a lesser extent 
child health nurses (Hauck et al., 2011).  However, other health professionals such as Doctors, 
Lactation Consultants, Childbirth Educators and alternative health professionals such as 
Naturopaths may also be influential to women during initiation of breastfeeding.  These forms 
of support have been reported to be both beneficial and detrimental to breastfeeding 
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continuation depending on the woman’s perception of the support given (Burns, Burns, 
Schmied, Fenwick, 2012; Powell, Davis & Anderson, 2014). 
Women’s perceptions of breastfeeding support, both lay and professional, influence the 
experience of breastfeeding and affect breastfeeding exclusivity and duration (Cox, Giglia, 
Zhao & Binns, 2014; Maycock et al., 2013).  Many qualitative studies report women’s 
dissatisfactions of support and the barrier that poses to breastfeeding success (Burns et al., 
2012; Powell et al., 2014).  Though women’s views of breastfeeding support are frequently 
described, little is found that examines the role women play in their own learning and 
commitment to breastfeeding during this time, and the effect of the support they receive on 
the perceptions of their success. 
Studies investigating support through the experience of breastfeeding mothers 
highlight the influence of mode of birth and the impact of health service related factors on 
breastfeeding success.  The pain and immobility associated with operative birth and care 
interruptions negatively impact the breastfeeding experience (Brown, Rance, Bennett, 2016; 
Cox et al., 2014; Holmberg, Peterson & Oscarsson 2014; Sheeran, Buchanan, Welch & Jones 
2015).  Similarly, breastfeeding support investigated with regard to midwifery discourse and 
practice was found by Burns, Fenwick, Sheehan, & Schmied (2013) to influence a negative 
experience by casting the woman as inexperienced operators of breastfeeding equipment, 
lacking knowledge and skill, or alternatively creating a positive experience by adopting a 
more communicative, relationship building style of support that promoted maternal 
confidence. Research describing women’s breastfeeding experiences give little insight into 
how the woman contributes to her own learning and experience of learning to breastfeed 
for desired success.  Rather, efforts to understand why high initiation rates reduce so rapidly 
from hospital discharge is examined from the perspective of breastfeeding support factors 
that affect breastfeeding exclusivity and duration (Cox et al., 2014; deJager et al, 2015).  
Health service related factors such as consistent feeding advice, professional 
encouragement, early skin to skin and a positive maternal perception of paternal preference 
to breastfeeding are described to be the strongest predictors of breastfeeding at hospital 
discharge (Cox et al., 2014), while interactions of less obvious psychosocial factors that 
impact the woman’s ability to maintain exclusive breastfeeding over time are addressed in 
the study of breastfeeding support (Brown, Rance, Bennett, 2016; de Jager et al., 2015).  
Breastfeeding research agrees that breastfeeding support is multifaceted, needs to 
commence in the antenatal period, address expectations and be individualised with 
consideration to parity and culture to empower confidence in women to persist and 
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persevere (Brown, 2017; Hauck et al., 2011; Holmberg et al, 2014; Li, Zhang, Scott & Binns, 
2005).  Thus, by developing an understanding of the experiences of women as they learn to 
breastfeed, educational strategies could be developed and implemented that prevent early 
cessation when intention and desire are highest, and improve breastfeeding prevalence. 
1.6 Aim and significance 
The aim of this study is to understand women’s experiences of support whilst learning to 
breastfeed.  If change in breastfeeding prevalence for potential health and economic benefits 
are to be realised, insight into how women seek, interact with and respond to the support 
provided them, and what those experiences meant on a personal level is needed.  The 
professional literature acknowledges health professional support to be important to 
Australian women (Forster et al, 2008; Hall, McLelland, Gilmour & Cant, 2014), however, there 
are studies that indicate the concept of support to be not clearly defined, and interventions 
to not always be perceived by women as supportive (Burns et al, 2013; McInnes & Chambers, 
2008).  As breastfeeding support is a multidimensional process, further investigation to 
identify the kinds of support that are likely to be most helpful for breastfeeding women 
(McFadden et al., 2017), and that also focuses on the early postpartum period when attrition 
rates are highest, are recommended (Spiby et al., 2009).  Understanding the complexities of 
women’s breastfeeding experiences will contribute to knowledge regarding the design of 
strategies that can educate health professionals about the type of support that is most likely 
to assist women at this vulnerable time.  This in turn may assist us to achieve the WHO target 
of 50% of infants being exclusively breastfed at 6 months by 2025 (WHO, 2014, 2015). 
1.7 Research questions 
1. What can mother’s stories tell us about how they perceive, interact with and respond 
to the breastfeeding support available to them whilst establishing breastfeeding? 
2. How can knowledge gained from these stories inform those providing specific types of 
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The broader review of the literature within this chapter on breastfeeding support contributed to 
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2.1 Introduction 
This narrative review examines the research addressing breastfeeding support.  Support 
is often presented in the literature as a recommended strategy to encourage breastfeeding 
mothers to initiate and continue breastfeeding successfully.  However, as breastfeeding 
statistics reflect, more may need to be known of how support is effectively offered and 
received so global breastfeeding prevalence targets can be achieved.  Therefore, this review 
sought to examine the literature pertaining to support for breastfeeding, in order to develop 
a deeper understanding of how women seek, interact with and respond to support and what 
the experience of support means to them personally. Breastfeeding research, regardless of 
methodology and research question collectively agrees that support is complicated and 
multi-dimensional; existing as global recommendations, political, organisational, 
professional, and peer support networks as well as more informal forms of support such as 
that provided by family and friends.  Motivating influences from global recommendations 
will begin the review, followed by the specifics of local strategies and systems that have 
influenced breastfeeding rates and the experiences of support for women here in Australia. 
2.2 Search Strategies 
A systematic literature search was undertaken between February 2016 and August 2016 
using CINAHL, PubMed, Cochrane Library, Proquest and Scopus.  The search was repeated 
again in May 2017 and revised between September and October 2020.  The search inquiry 
aimed, in the first instance, to identify literature to inform an introductory discussion on the 
current knowledge around the broader phenomenon of support for the breastfeeding 
woman.  To this end the following key words and search terms used to extract relevant 
literature included:  ‘breast*’ and ‘support’, ‘breast feeding’, ‘breastfeeding’, ‘breast* 
initiation’ and ‘support’, and ‘establishing breast*’ and ‘breastfeeding support’. 
A more specific systematic search was then conducted for relevant studies that describe 
how support is implemented and experienced by mothers wishing to breastfeed, with a 
particular emphasis on the Australian context.   This search included the key words and terms 
used for the initial search, with the addition of:  ‘women’s perceptions’ and ‘breast* support’, 
‘professional breast* support’, ‘exclusiv*’ and ’support’, ‘breast* duration’, ‘Australia’ and 
‘breast*’, and ‘Western Australia’ and ‘breast*’.  The searches were not limited by study 
design, but were relevant to support for breastfeeding, recommendations, aspects of 
effective breastfeeding support, support factors affecting breastfeeding continuation and 
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studies comparing the support experience and perceptions of breastfeeding women in 
Australia and other developed countries with comparative breastfeeding practice and 
prevalence rates.  Included articles were restricted to peer-reviewed primary research 
articles in English language journals published after 1989 when global breastfeeding 
recommendations were first announced by the World Health Organisation (WHO) and the 
United Nations Children’s Fund (UNICEF).  The search retrieval process illustrated in Figure 
2.1 yielded a total of 213 articles.  Thirty one of these articles met the inclusion criteria and 
reference list examination of each of the final twenty one articles failed to uncover any new 
peer-reviewed studies. 
Figure 2.1  
Literature Retrieval Process 
 
2.3 Global Influences on Breastfeeding Support Strategies 
Breastfeeding literature has long referred to the importance of support for achieving 
optimal breastfeeding outcomes (Demirtas, 2015; Hall & Hauck, 2006; Hauck, Fenwick, 
Dhaliwal, Butt & Schmied, 2011; Powell et al, 2014).  The World Health Organisation and the 
United Nations International Children’s Emergency Fund address the phenomenon of 
strategic support through global evidence-based recommendations that aim in the first 
instance to encourage women to make informed infant feeding decisions and promote an 
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optimal environment for breastfeeding to be initiated and then maintained.  These 
recommendations are manifest in the Baby Friendly Hospital Initiative (BFHI), which was 
first launched in 1991 by the WHO and UNICEF following the adoption of the Innocenti 
Declaration on Breastfeeding Promotion in 1990.  This global public health initiative 
provided the basis for the development of policy and legislation addressing global nutrition 
targets for 2025, which advocates for creating an environment welcoming of breastfeeding 
by reinforcing global recommendations that contribute to improved breastfeeding 
prevalence worldwide (WHO 2012, 2015). 
BFHI is an international program aimed at standardising evidence-based care and 
information strategies for hospital and healthcare facilities to provide the best environment 
for the initiation and continuation of breastfeeding.  A key component of the BFHI initiative 
is the framework, ‘Ten Steps to Successful Breastfeeding’.  This framework is designed for 
use as an operational directive in hospital settings to provide mothers with consistent, 
evidence-based information to appropriately support breastfeeding.  These 10 steps include 
having a written breastfeeding policy that is routinely communicated to all healthcare staff 
who are appropriately trained in the skills necessary to implement the policy.  All pregnant 
women need also to be informed of the benefits and management of breastfeeding, and are 
assisted to initiate breastfeeding within thirty minutes of birth.  Mothers should be routinely 
shown how to breastfeed using a ‘hands off’ technique as well as how to maintain lactation, 
even if they are separated from their baby.  In addition to no artificial teats or pacifiers, the 
10 step framework requires newborns to be given no other food or drink other than 
breastmilk unless medically indicated and encouraged to breastfeed as desired.  The 
framework also ensures mothers and infants are not separated were possible, and on 
discharge from the healthcare facility, are encouraged to become involved in breastfeeding 
support groups.  Primary research into the effectiveness of BFHI interventions has been 
undertaken in 25 studies between 1991 and 2014 (Howe-Heyman & Lutenbacher, 2016) 
resulting in national and international reviews and reports concluding the program to be 
beneficial for supporting breastfeeding and increasing rates of exclusivity and duration 
(Munn, Newman, Mueller, Phillips & Taylor., 2016). 
One of the most widely adopted and successful strategies from the Ten Steps is the first 
step, which recognises that babies who breastfeed within an hour after birth and demand 
feed thereafter, are more likely to continue breastfeeding for longer durations (WHO, 2003).  
This is supported by the findings from a large prospective cohort study of 99 632 babies 
conducted in Ghana, India and Tanzania examining the association between timing of 
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breastfeeding initiation and neonatal mortality up to 6 months of age.  The large sample size 
strengthened generalisation of the finding that early breastfeeding initiation reduces 
neonatal mortality and increases rates of exclusive breastfeeding despite limitations 
associated with the observational design of the study (NEOVITA Study Group, 2016; Phillips, 
2013).  In the USA a review of the Cochrane and Pubmed databases for evidence on the effect 
of early initiation and exclusive breastfeeding on neonatal mortality and morbidity confirmed 
that a delayed first feed increased neonatal mortality and morbidity, thus providing a 
direction for outcomes of effective support (Khan et al, 2015).  In 2018, based on updated 
evidence WHO and UNICEF represented the Ten Steps that focused on including the program 
more comprehensively into health care systems worldwide.  This resulted in the Ten Steps 
being sub-divided to describe important management procedures and clinical processes 
(WHO, 2017).  
2.4 Baby Friendly Hospital Initiative in Australia 
Encouraged by the international success of BFHI and World Health Assembly member 
obligations, Australia introduced the BFHI program in 1993 to strengthen their own 
maternity care providers’ abilities to value and promote breastfeeding (Atchan, Davis & 
Foureur, 2017).  The previously described international Baby Friendly Hospital Initiative 
program became in 2006 the Baby Friendly Health Initiative with the inclusion of the Seven 
Point Plan to more accurately reflect the expansion of the initiative for use in community 
post hospital discharge (Australian College of Midwives [ACM], 2016).  The Seven Point Plan 
is aimed at increasing breastfeeding exclusivity and duration rates by supporting mothers 
to initiate and maintain breastfeeding along with the appropriate introduction of 
complimentary foods.  It communicates evidence-based policy and practice to community 
healthcare staff and volunteers as per the Ten Steps framework and reinforces the 
importance of collaboration amongst health professionals, women and their families, 
volunteers and support groups.  The Seven Point Plan operates to inspire an atmosphere 
welcoming of breastfeeding in the community. 
Despite the implementation of global breastfeeding recommendations in Australia 
through the BFHI program, national statistics illustrating significant early breastfeeding 
cessation post hospital discharge suggests that more needs to be done if breastfeeding 
maintenance and duration rates are to be improved.  An Australian prospective study of 317 
women from a major teaching hospital in Adelaide investigated the relationship between the 
adherence to six of the BFHI ‘Ten Steps to Success’ and the duration of breastfeeding in first 
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time mothers to six months postpartum (Pincombe et al., 2008).  Survival analysis 
techniques; Kaplan-Meier curves and Cox proportional hazard models were used to interpret 
the data.  This study only supported the disuse of teats and pacifiers.  An unadjusted hazard 
ratio showed a 1.6 times higher risk of weaning for those babies receiving pacifiers, and 1.4 
times higher risk of weaning for those babies given a bottle.  Interestingly it did not support 
previous findings that associate breastfeeding duration with early initiation or breastfeeding 
on demand.  In addition to BFHI support for breastfeeding there has also been a range of 
national and state legislation implemented to inform policy makers and stakeholders in 
various government and non-government organisations. 
Despite supportive literature regarding the positive impact of BFHI strategies, and 
legislation supporting breastfeeding practice to a national level in Australia, less than one fifth 
of Australian maternity health care facilities are BFHI accredited (ACM, 2016).  In a narrative 
review critically addressing the evidence of the BFHI impact in Australia, a varied perception 
of initiative benefits, and managerial and financial barriers to accreditation were revealed 
(Atchan, Davis & Foureur, 2013).  This review questioned Australia’s ability to support 
breastfeeding beyond strategy and policy. 
2.5 Australian Breastfeeding Legislation and Organisational Strategic 
Policy 
Federal legislation in Australia supports breastfeeding through the Federal Discrimination 
Sex Act 1983 by protecting a woman’s right to combine employment and breastfeeding, and 
breastfeeding in public (Australian Federal Register of Legislation., 2012).  Individual States 
also aim to protect and promote breastfeeding by reinforcing the Federal Discrimination Sex 
Act of 1983 with section 10(A) of the Equal Opportunities Act of 1984, and by applying the 
BFHI breastfeeding policy in conjunction with workplace policies (Department of Health WA, 
2014).  A recent historical document analysis by Atchan et al., (2017) found that Australia’s 
decision to introduce the program as part of a food and nutrition policy rather than a primary 
healthcare initiative as per international recommendations, impeded Australia’s capacity to 
create a supportive environment for breastfeeding.  This case study research showed the 
potential impact of the initiative to be hindered at conception by demonstrated uncertainty 
toward the importance of breastfeeding support among key stakeholders.  Hence, 
breastfeeding in public remains a social issue in Australia, which indicates that it is still far from 
being a culturally accepted social ‘norm’ (Romensky, 2016). 
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Australia’s lack of cultural acceptance of breastfeeding is recognised in some sections of 
the public’s response to breastfeeding, where, for example, a Senator was harassed by 
internet trolls for breastfeeding her infant in parliament (Glover & Tran, 2017).  This issue is 
further evidenced by Hauck et al (2016) through a qualitative study purposively recruiting 64 
Irish, 139 Swedish and 153 Australian women to interview and explore, using critical incident 
technique, what they considered assisted them to continue breastfeeding for a minimum of 
six months.  The results from this study confirmed the multi-faceted nature of breastfeeding 
support that include the woman’s personal situation, health professional support, health 
service support, and legislation that impact social norms, and together influence a woman’s 
ability to breastfeed.  This study particularly acknowledges the value Australian women place 
on health professional support for their breastfeeding success and recommends further 
exploration of appropriate support strategies within a cultural context of individual need and 
intention to breastfeed.  These recommendations are supported in a UK narrative review of 
studies examining the social, cultural and economic influences on breastfeeding.  This 
narrative review determined how public health services might address various barriers to 
breastfeeding that extend beyond the individual to help create a social environment that is 
more accepting of breastfeeding (Brown, 2017).  This study recognised that in addition to 
individual considerations, breastfeeding is affected by socio-cultural factors, and therefore, 
should be viewed as a public health issue so health system and societal level issues can be 
addressed to promote cultural change.  As cultural change is internationally and nationally 
seen as a catalyst to increasing breastfeeding prevalence, the Australian National 
Breastfeeding Strategy that promotes the Baby Friendly Health Initiative, combined with the 
Australian Dietary Guidelines (National Health and Medical Research Council, 2013), are 
providing important evidence-based strategic goals and dietary recommendations to achieve 
this. 
The National Breastfeeding Strategy 2010 - 2015 was implemented in Australia to 
contribute to improving the health, nutrition and wellbeing of mothers, infants and children.  
Whilst recognising the health and economic benefits of breastfeeding, the strategy calls for 
a united effort from all stakeholders, including those involved in the breastmilk substitute 
industry, to promote health and wellbeing early in life.  With the support and promotion of 
breastfeeding practice as a strategic goal, the strategy was developed to compliment the 
Australian Dietary Guidelines and reflect support for international organisations to create an 
environment welcoming of breastfeeding, which could in turn augment a culture accepting 
of breastfeeding as a biological, social norm (Australian Health Ministers’ Conference, 2009).  
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The multifaceted framework of evidence-based priorities and actions provide clearly defined 
roles and responsibilities for governments.  These responsibilities encourage partnership 
with communities and breastmilk substitute stakeholders to achieve outcomes that see 
community leaders’ value and empower breastfeeding mothers by providing breastfeeding 
friendly open spaces, workplaces and childcare services (National Health and Medical 
Research Council, 2013).  Despite documented initiative difficulties and acknowledgement of 
the need for evidence-based education and consistency of care, the ACM developed the Baby 
Friendly Strategic Plan 2012- 2017 to support the uptake of the BFHI program as the expected 
standard for breastfeeding support by health professionals in all Australian maternity health 
care facilities (ACM, 2012).  More recently, the Australian College of Midwives have 
contributed to the development of The Australian National Breastfeeding Strategy: 2019 and 
Beyond to further support breastfeeding.  This formal government strategy or framework 
acknowledges recent research relating to effective breastfeeding support strategies which 
endeavour to provide a supportive and enabling environment for breastfeeding through 
policy frameworks, health care settings, health professional education and support services 
(COAG Health Council, 2019). 
2.6 Health Professional Support of Breastfeeding 
The Australian College of Midwives, a national not for profit organisation and the peak 
professional body for midwives in Australia, supports the BFHI Strategic Plan 2012-2017 
(ACM, 2018).  Midwives are a large group of primary carers of women who acknowledge the 
necessity of consistent breastfeeding education and support to promote breastfeeding.  The 
evidence-based BFHI Strategic Plan 2012-2017 provides an expected standard for all 
Australian health services and their practitioners to provide care for women and their 
families to give all infants the best start to life by facilitating breastfeeding.  Women who 
perceived they were given consistent advice from caregivers are found to be significantly 
more likely to breastfeed (Brown, 2017; Cox, Giglia, Zhao & Binns, 2014; Henderson & 
Redshaw, 2011; Powell et al., 2014).  Internationally, these findings were reported from a 
quantitative study in England, describing the woman’s perspective of maternity care to 
determine the factors associated with initiation and duration of breastfeeding.  A random 
sample of 2966 women completed questionnaires relating to maternity care and 
breastfeeding.  The questionnaires presented questions relating to infant feeding that 
allowed for the calculation of breastfeeding initiation, exclusivity and ‘any breastfeeding’ 
rates.  Though no information regarding BFHI interventions such as the time of the first 
Chapter 2.  Literature Review 
20 
breastfeed following birth, skin-skin contact and rooming-in, was gathered, the provision of 
consistent advice was a significant explanatory variable in the logistic regressions (Henderson 
& Redshaw, 2011).  This affirms the potential of the BFHI Strategic Plan 2012-2017 for 
standardising health professional evidence-based education and skills can have on 
breastfeeding rates.  In Australia, the ACM represents only one of several not for profit 
organisations supporting health professionals to support breastfeeding mothers.  Others 
include the Lactation Consultants of Australia and New Zealand, the Australian Breastfeeding 
Association and state-based Colleges of Lactation Consultants in Western Australian and 
Victoria. 
Lactation Consultants of Australia and New Zealand (LCANZ) and the state based 
Colleges of Lactation Consultants in Western Australian and Victoria are not for profit 
organisations providing expert knowledge, skill and research in the management of lactation 
for health care providers and government authorities.  Global breastfeeding 
recommendations and the Baby Friendly Health Initiative are promoted through professional 
development training, advocacy and peer support (Lactation Consultants of Australia and 
New Zealand, n.d.).  Lactation Consultants also offer a range of private and public health run 
breastfeeding support services available for mothers in each Australian state.  In Western 
Australia, for example, these include the government funded Breastfeeding Centre of 
Western Australia and the privately operated, The Elizabeth Clinic.  Breastfeeding is also 
supported through smaller government funded health professional operated Child Health 
Centres, Medical Centres and privately practising Lactation Consultants who are certified by 
the International Board of Certified Lactation Consultants.  A small observational study by 
Lamontagne, Hamelin and St-Pierre (2009), using quantitative and qualitative methods to 
assess the impact of clinic use on breastfeeding duration and satisfaction, supported the 
existence of such clinics with results of the chi-square and Fischer’s exact analyses indicating 
motivation, satisfaction with interventions and attendance to be linked with longer 
breastfeeding duration.  A significant limitation of this study was the relatively small sample 
size.  A larger and more diverse sample of clinics may have strengthened results by providing 
greater statistical power and content saturation. 
Much of the breastfeeding research pertaining to support acknowledges the need for 
professional involvement in supporting breastfeeding women.  Nonetheless, the 
effectiveness of this kind of support is often found with uncertainty of meaning in the 
literature (Bäckström, Herfelt Wahn, & Ekström, 2010; Burns et al, 2012; Hall, McLelland, 
Gilmour, & Cant, 2014; Hauck et al., 2011; Hauck et al., 2016; Holmberg, Peterson & 
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Oscarsson, 2014, Powell et al., 2014; Radzyminski & Callister, 2015).  This is demonstrated in 
a cross-sectional survey to determine the links between women’s perceptions of support, 
breastfeeding practice and problems experienced when breastfeeding ceased in a large 
sample of 2669 West Australian women.  Statistical analyses of 11 independent variables on 
breastfeeding cessation were assessed using both univariate and multivariate logistic 
regression analysis and adjusted for hospital location, type and infant age.  Though 
professional support in this study was limited to midwives and child health nurses, key 
findings reported positive midwifery support of breastfeeding and found unhelpful midwives 
to significantly influence breastfeeding cessation (Hauck et al., 2011).  This study presents 
professional knowledge and skill as elements of effective breastfeeding support.  However, 
how the women interact with the professional support provided and how this influence may 
or may not support breastfeeding is unclear. 
2.7 Peer Support of Breastfeeding 
Before the emergence of professional organisations women and health professionals 
primarily received guidance from a peer support group, the Australian Breastfeeding 
Association (ABA).  The ABA, a national not for a profit organisation provide mother to 
mother practical support and advocacy for breastfeeding mothers in addition to educating 
health professionals and the Australian population of the importance of breastfeeding.  In an 
effort to encourage the acceptance of breastfeeding as a cultural norm, ABA provides 
education, training and resources.  These resources include a refereed journal to ensure 
skilled and knowledgeable practical support, position statement lobbying in policy 
development and participation in breastfeeding research.  Mothers are able to access a range 
of relevant services and resources via the internet, and the 24 hour mother-to-mother 
telephone support and mobile phone applications.  These resources facilitate assisted 
lifestyle decision making for mothers who actively seek support for themselves on their 
breastfeeding journey (Australian Breastfeeding Association, 2015).  Similarly, a USA based 
group, La Leche League International (LLLI) provides mother to mother support, 
encouragement and education to support and promote breastfeeding worldwide, including 
here in Australia on a limited scale (La Leche League International, 2016). 
Recent analyses of evidence-based practices provided by organisations such as the ABA 
and LLLI, found that telephone support is a cost effective intervention for postpartum women 
to help them overcome barriers that can cause premature breastfeeding cessation (Flannery, 
2015; Tawia, 2012).  The effectiveness, and cost advantage of this type of support has now 
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been investigated in an Australian multicentre, two-arm unblinded randomised controlled 
trial in response to the socio-economic disparity in breastfeeding duration, and the 
consequent increasing health inequities of not breastfeeding falling upon disadvantaged 
groups in Australia (Ogbo et al., 2017).  The aim of the Australian study was to determine 
whether telephone peer support provided in the postnatal period might increase the number 
of infants receiving breastmilk for at least six months, and though social circumstance was 
not part of eligibility criteria, the three public hospitals chosen to participate did provide care 
for socially disadvantaged women.  Australia’s first randomised controlled trial to determine 
the effectiveness of proactive telephone peer support in the postnatal period in this context 
found telephone-based support to be an effective intervention for increasing breastfeeding 
continuation in settings with high breastfeeding initiation rates (Forster et al., 2019).  
Although the sample demographic did not evidence social disadvantage the findings 
potentially provide support for Ogbo et al’s., (2017) recommendation that such an 
intervention may also assist disadvantaged groups to improve breastfeeding rates and 
promoting continuation beyond the early postpartum. 
Research investigating breastfeeding continuation in the context of social 
circumstance is growing in the literature.  A qualitative UK study conducted by Phillips et 
al., (2018) aimed to develop a novel motivational interviewing (MI) informed breastfeeding 
peer support intervention to support breastfeeding continuation where breastfeeding is 
less socially accepted.  This study demonstrated that the implementation of an intervention 
is of equal importance to the type of intervention itself.  The MI intervention focused on 
interpersonal beliefs, motivations, and breastfeeding goals that encourage an innate 
commitment to breastfeeding.  This study recognised that the implementing the 
intervention in a way that was consistent, unbiased, and evidence-based was pertinent to 
ensuring the effectiveness and successful implementation of the intervention. 
2.8 Mother’s perceptions and experiences of support 
Personal support as experienced by mothers can be a difficult concept to define.  
Qualitative literature examining the experiences and perceptions of breastfeeding women 
find support to be necessary for breastfeeding success, but do not necessarily address the 
mechanisms by which support is successfully implemented (Feenstra, Kirkeby, Thygesen, 
Danbjørg & Kronborg, 2018; Sheehan, Schmied & Barclay, 2009).  As research focuses on the 
benefits of breastfeeding, experiences and subsequent effectiveness of support in promoting 
cultural change for increased breastfeeding rates, little is known of how support is effectively 
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used by the women.  The need for further research into how support is successfully 
implemented was highlighted in the findings of a cross-sectional survey of 2669 women in 
Western Australia, which investigated the association between perception of professional 
support and problems experienced at breastfeeding cessation (Hauck et al., 2011).  The 
findings of this study suggested the highest risk for early breastfeeding cessation occurred 
within the first 3 weeks and attributed this to ineffective lay and health professional support.  
The sometimes ineffective nature of this form of support was noted in an American study 
where breastfeeding mothers were found to view health professional support as inconsistent 
and inadequate (Cross-Barnet, Augustyn, Gross, Resnik & Paige, 2012) and also in a Swedish 
study by Bäckström, Herfelt and Ekström (2010).  This Swedish study also demonstrated 
differing views between mothers and midwives regarding what constitutes support.  
Similarly, dissatisfaction with professional support was evident in an Australian study that 
used discourse analysis to examine support through verbal communications between 
breastfeeding mothers and midwives (Burns et al., 2012).  This study illuminated the 
language used by midwives was not well received as it cast the woman as an inexperienced 
operator of breastfeeding equipment, lacking knowledge and skill.  Whilst these studies 
acknowledge that health professional and lay support is essential for all breastfeeding 
mothers (Britton, McCormick, Renfrew, Wade & King, 2007), a lack of ethnic variety and 
restricting the type of professional support being researched can limit generalisation of 
findings particularly as more than one type of health professional may play a significant 
supportive role in Australia’s diverse multicultural communities (Li, Zhang, Scott & Binns, 
2005).  Research design of studies investigating the impact of health professional support 
often limits this type of support to midwives and to a lesser extent child health nurses and 
peer support counsellors (Burns et al., 2012; Burns et al, 2013; Hauck et al., 2011).  The 
influential role of other health professionals such as Doctors, Lactation Consultants, 
Childbirth Educators and alternative health professionals such as Naturopaths are seemingly 
overlooked. 
Breastfeeding research frequently examines the influence of mothers’ experiences on 
breastfeeding exclusivity and duration to understand why high initiation rates reduce so 
rapidly following hospital discharge (Cox et al., 2014; de Jager et al, 2015).  Mode of birth is 
identified as a maternal experience that impacts breastfeeding negatively as infants born by 
surgical or assisted delivery are less likely to breastfeed (Allen et al., 2019; Brown & Jordan, 
2013; Brown, Rance & Bennett, 2015; Cox et al., 2014; Holmberg et al., 2014; Prior et al., 
2012; Sheeran, Buchanan, Welch & Jones, 2015).  Negative influences are also found in health 
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service practices that are supportive of authorised policy rather than being responsive to 
individual informed maternal choice (McRae, 2019), and further include time pressures, 
staffing inadequacies and unhelpful forms of midwifery discourse and practice (Burns et al., 
2012). 
The effect of breastfeeding support on mother’s experiences and perceptions of care 
are examined in health service-related factors such as consistent feeding advice, professional 
encouragement, skin to skin and positive maternal perception of father’s breastfeeding 
preference.  In addition to these are less obvious psychosocial factors that impact the 
woman’s ability to continue breastfeeding such as self-efficacy, maternal confidence, 
intention and motivation to breastfeed, socio-economic status and cultural experience 
(Brimdyr, Cadwell, Stevents, & Takahashi, 2018; Cox et al., 2014; de Jager et al., 2015). 
Understanding how women respond to health service-related factors and psychosocial 
factors may provide insight into how the services of support can be improved to influence 
breastfeeding continuation and maximise health related benefits.  A longitudinal study 
examining the effect of psychosocial factors on the duration of exclusive breastfeeding to six 
months of 125 Australian women from 32 weeks gestation to six months postpartum, found 
factors including self-efficacy, motivation and confidence to influence a woman’s ability to 
maintain breastfeeding over time (de Jager et al., 2015).  Though these findings suggest the 
service of support should encourage maternal confidence by implementing psychosocial 
supports and positive feedback to increase a woman’s self-efficacy to breastfeeding, how this 
interaction is effectively implemented remains unknown.  The results of this study are 
interpreted with caution due to methodologically reduced statistical power and power 
analyses revealing inadequate power with a sample size less than 130.  Despite the 
limitations of this study, maternal confidence and self-efficacy are frequently found in the 
literature to be important components of support to promote breastfeeding (Blyth et al., 
2002; Burns et al., 2012; Burns & Schmied, 2017; Hauck et al., 2011). 
Although research focuses on factors that influence breastfeeding initiation and 
duration, predisposing factors that can be improved with supportive interventions should be 
considered.  An early Australian study investigating the effect of maternal confidence on 
breastfeeding duration found confidence to significantly improve breastfeeding duration, 
therefore suggesting that supportive interventions begin in the antenatal period, be 
confidence building, and continue into the postpartum (Blyth et al., 2002).  In 2013 an 
intervention study in Japan recruited 781 pregnant women from two BFHI hospitals and two 
non-BFHI hospitals to evaluate the effect of an intervention on breastfeeding self-efficacy 
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and exclusive breastfeeding.  Results indicated that the intervention only improved self-
efficacy and exclusive breastfeeding at 4 weeks in BFHI hospitals.  In non-BFHI hospitals no 
positive effect was observed and there was no significant difference in breastfeeding 
exclusivity between either group at 12 weeks.  A limitation of this study called attention to 
the multifaceted existence of breastfeeding support, in that support is not limited to a single 
intervention, but incorporates many other influences including hospital feeding practices 
(Otsuka et al., 2014).  This suggests the difference in impact of the intervention between the 
two types of hospital practice may be found in examining the interaction of support between 
the women and the health professionals caring for them. 
2.9 Research Methods used to Explore the Meaning of Support 
Breastfeeding support is predominately researched using qualitative approaches that 
facilitate an inductive way of gathering meaning from experience, perceptions, attitudes, 
opinion and belief.  International and national literature advocates the need of health 
professional support  to improve breastfeeding prevalence.  A large qualitative study by 
Avery, Zimmerman, Underwood and Magnus (2009) used focus groups to examine 
breastfeeding decision-making processes among African American and Caucasian women to 
inform a breastfeeding promotion campaign.  This study identified successful breastfeeding 
mothers to be those who understood breastfeeding to be a learned process and who 
believed their bodies to be capable of making sufficient milk.  In addition, and complimentary 
to this, these mothers also believed in their babies’ ability to transfer breast milk to satisfy 
their needs. The authors acknowledged that an understanding of this process for health 
professionals could inform interventions that support its development and thus improve 
breastfeeding exclusivity and duration.  These findings were supported by Kornides and 
Kitsantas (2013) in a longitudinal study of 4900 American women by acknowledging that both 
individual and social interventions that encourage the maternal decision-making process to 
initiate and continue breastfeeding, can facilitate successful breastfeeding and therefore 
increase prevalence rates.  Despite the methodological limitations of these studies, sample 
size gave strength to findings, so supporting a need for further research into describing ‘what’ 
effective support is and ‘how’ it is successfully implemented. 
A meta-analysis by Rollins et al., (2016) investigating breastfeeding practice in a two 
paper series illustrated multi-factorial determinants such as historical, socio-economic, 
cultural and individual factors that are decidedly responsive to support delivered in health 
care facilities, the community and within the home.  These findings were complimented in a 
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meta-synthesis of qualitative research by Schmied et al., (2010) showing the importance of 
support that ensures individual-centred communication and relationship building to 
encourage breastfeeding practice and improve prevalence for better health.  The 
phenomenon of ‘support’ is therefore predominately examined using phenomenological 
methods that attempt understanding through women’s perceptions, perspectives and 
understanding of their breastfeeding experience with little exploration of underlying insights 
and assumptions that can be drawn from the same stories of women’s experiences (Green, 
2013; Wang & Geale, 2015). 
In contrast to other research methods in which breastfeeding support has been studied, 
Narrative Inquiry uses a collaborative approach between the researcher and the woman to 
examine narrative content for nuance and detail that can be transformed into meaningful 
interventions.  The three-dimensional space narrative structure Clandinin and Connelly 
(2000, p.49) describes may enable the multi-factorial determinants of breastfeeding to be 
seen in a way that illuminates individuality.  Hence, a methodological change in viewing the 
phenomenon of support through the lens of narrative inquiry may enable a richness to the 
meaning of support through the voice of the mother describing her individual experience of 
the biological processes of pregnancy, birth, and lactation. Narrative inquiry gives women a 
voice to tell her own story, and in this process contribute to an understanding of what 
effective breastfeeding support is, and how it is effectively implemented. 
2.10 Conclusion 
Breastfeeding is recognised as the ideal method of infant feeding as it optimises 
maternal and infant health, contributes to the prevention of chronic disease and as a 
consequence provides cost savings for healthcare.  Growing evidence highlighting the 
accumulative public health and economic benefits of breastfeeding across the lifespan, has 
influenced the Australian government to encourage cultural change in infant feeding practice 
by engaging global breastfeeding recommendations through policy and practice.  Despite 
decades of effort to promote change, the health benefits of breastfeeding in Australia are 
being lost early in the postpartum period as high breastfeeding initiation rates reduce 
dramatically soon after birth.  If breastfeeding rates are to be maintained post initiation, 
research has identified the need for supportive measures that begin with government policy 
and directives that promote change in social attitude and values to protect women 
breastfeeding in the workplace and community.  These supportive measures extend to 
include the practice of health professionals and health care services that enable 
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breastfeeding through the crucial influence these services and practices have on women’s 
perceptions and experiences of support and breastfeeding success. 
Australian and international literature testifies to the value of breastfeeding.  This 
testimony acknowledges the multifaceted, varied and interrelated determinants of 
breastfeeding practice that necessitate continuity of care and support.  Hence, research 
pertinent to the support of breastfeeding mothers emphasises the need of various forms of 
support and finds the role of the health professional and health service to be essential to 
breastfeeding success.  Qualitative studies investigating breastfeeding support through the 
experience and perceptions of mothers often report ambiguity regarding the effectiveness 
of support.  Though health professional support is acknowledged as a necessary element for 
breastfeeding success, health professional support of breastfeeding mothers is often found 
to be dissatisfying and contributing to early weaning. Interestingly, the literature 
disseminating research regarding the support of breastfeeding mothers predominately 
critiques the responsibility and role of the health professional and health service, with little 
description of how women interact with those providing support or how those interactions 
may influence her ability to learn, engage and use the support provided to her.  In view of 
this, an exploration of women’s narratives that story lived experiences of how breastfeeding 
is learnt may uncover ways in which breastfeeding support can be improved to enhance 
women’s experiences of support and facilitate global breastfeeding prevalence targets 
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3.1 Introduction 
This chapter describes the study’s research design and includes a detailed explanation 
of the methodological approach and research processes undertaken to recruit participants 
and collect, analyse and report data, to facilitate answering the study’s research questions: 
What can mother’s stories tell us about how they perceive, interact with and respond 
to the breastfeeding support available to them whilst establishing breastfeeding? 
How can knowledge gained from these stories inform those providing specific types of 
formalised support offered during this period? 
Rigour of the study is addressed through discussion of trustworthiness as established 
through the Guba and Lincoln’s (1994) criteria of dependability, credibility, transferability 
and confirmability.  Further to this, considerations and procedures required for ethics 
approval will be are outlined in more detail to comef. 
3.2 Study Design 
This study uses narrative inquiry as a methodological approach to seek understanding 
through the exploration of women’s experiences of support they receive while learning to 
breastfeed.  Narrative inquiry is a well established research methodology located within the 
qualitative paradigm.  Narrative inquiry shows how knowledge is constructed in everyday 
experience through interaction and communication with others and how people make sense 
of those life experiences through story telling.  As a result, this methodology can offer a full 
and extensive perspective of the ‘lived experience’ of learning to breastfeed, which is 
necessary to gain a better understanding of the phenomenon of breastfeeding. 
3.3 Narrative Methodology support 
Narrative inquiry is a relatively new qualitative methodology that explores human 
experience through “collaboration between researcher and participants, over time, in a place 
or series of places, and in social interaction with milieus” (Clandinin & Connelly, 2000, p.20).  
It provides a means of examining how physical, social, and cultural environmental factors 
influence experiences that are expressed in the stories told by those who have lived the 
experience being studied (Clandinin, 2007).  As human beings, our lives are an accumulation 
of experiences.  We come to understand and give meaning to our lives through the process 
of living the experience, storying the experience, and re-telling those stories as our future 
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experiences then come to influence how we perceive those past experiences (Andrews, 
Squire & Tambokou, 2013; Clandinin, 2013; Lemley & Mitchell, 2011).  Narrative inquiry as a 
research methodology details life, with all its intricacies, possibilities and contradictions on 
an ever changing continuum of life experiences that are affected by time and situation as 
well as social and societal norms and expectations. 
Narrative inquiry is based in the interpretive paradigm and has evolved from the early 
twentieth century human sciences that have their origins in sociology and anthropology (Lai, 
2010; Pinnegar & Daynes, 2007).  Being influenced by philosophers, anthropologists and 
psychotherapists, narrative inquiry has ‘realist’ orientations, ranging from ‘constructivism’, 
to ‘post-modernism’ and ‘post-structuralism’ (Riessman & Speedy, 2007), and is used by a 
variety of disciplines and professions including education, sociology, psychology, medicine 
and nursing (Lai, 2010).  The theoretical underpinnings of narrative inquiry centre on the 
belief that the narrative process of story-telling an event of choice, enables the intricacies of 
the phenomena to be discovered (Green, 2013; Hunter, 2010).  Narrative inquiry illuminates 
phenomena by facilitating the discovery of meaningful realities; and by that means, 
understanding the justification and rationality of belief. 
Due to the variety of philosophical influences, there exists a range of approaches or 
frameworks to narrative inquiry.  The framework that informs this study is based on the three 
dimensional space structure of temporality, sociality and spatiality that was influenced by 
philosopher John Dewey’s theory of experience (Dewey, 1929).  Dewey believed that human 
lives are simply an accumulation of experiences, and from this theorised that to study life, 
we must study experience in both the personal and social context.  This approach has been 
further developed as a methodology by Michael Connelly and Jean Clandinin, which provides 
a way of understanding and inquiring into experience by highlighting the relational aspects 
and acknowledging the changeable nature of the individual’s lived experience (Clandinin, 
2007, 2013; Connelly & Clandinin, 1990).  The narrative is therefore viewed as a whole whilst 
being analysed from the three dimensional space to uncover nuance and detail of the 
phenomenon, which in the case of this current study is breastfeeding support.  Narrative 
inquiry therefore provides a way of understanding the justification and rationality of the 
women’s experiences of breastfeeding support through the rich descriptions of experience 
represented in the telling of their stories. 
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3.4 Relational Aspects of Narrative Inquiry 
The relational qualities of narrative inquiry require a relationship to be developed 
between the researcher and the participant that is characterised by a rapport of equality and 
trust.  This relationship serves to facilitate the depth and richness of honest, and open story-
telling. Inherent in the process of narrative inquiry is the understanding that stories are 
influenced by personal experiences, both past and present and by the interactions with others 
in a social context.  Consequently, the researcher must acknowledge that the aim of narrative 
inquiry is not to elicit objective truth, rather to draw out subjective truths within individual 
personal and social contexts that are always conjectural and do not provide certainties, 
despite being meaningful on an individual and cultural level (Clandinin & Connelly, 2000; 
Clandinin, 2013; Green, 2013).  Furthermore, the relational element of narrative inquiry 
includes the influence of the researcher on the narrative. The focus of narrative inquiry is 
therefore not the researcher’s potentially biased idea of the phenomena under study, but the 
concept of relationships and interactions with others, or what the participant and researcher 
is able to investigate together.  An important element, central to the concept of relationships 
and interactions is the continual connections between the past, present and future, the 
tendencies of the individual to join groups, and the practices of individuals and their social life 
relative to the position of individuals and groups.  The uniqueness of narrative inquiry as a 
qualitative research methodology is defined by the simultaneous exploration of these 
dimensions of experience, and therefore also serves not only as a method but also as a 
conceptual framework for the conduct of the study (Clandinin & Huber, 2002). 
3.5 The Three-Dimensional Structure of Narrative Inquiry 
While narrative inquiry shares features in common with other forms of qualitative 
methods such as attention to the social in ethnography, and the application of story in 
phenomenology, narrative inquiry remains a unique research methodology.  The three 
dimensional approach to exploring narratives of lived experience involves the analysis of 
both the personal and social aspects of the experience, as well as the interactions with others 
and the effect of time and place.  Consequently, narrative inquiry is a relational methodology 
that Clandinin and Connelly (2000) developed to feature the specific dimensions of 
temporality, sociality and spatiality in experience, and address the impact of social, cultural 
and environmental influences.  The relational aspect of this form of inquiry refers to both the 
relationship between the researcher and participant, and the interconnectedness of 
temporality, sociality and spatiality (Clandinin & Connelly, 2000; Haydon, Browne & van der 
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Riet, 2018).  These concepts are fundamental and imperative to the framework that then 
exists to describe and understand the complex study of the relational connections within an 
individual’s lived experiences. 
3.5.1 Temporality 
Continuity is fundamental to the three dimensional space structure and is used to 
understand experience as previous experience, thoughts and emotions, and the effect of past 
and present actions are influential on what is likely to occur in the future (Clandinin & 
Connelly, 2000).  Experiences are remembered events, and when memories are recalled, they 
are often re-told with subtle changes that accommodate new experiences as the temporal 
aspect of the experience is influenced by social change that occurs over time. As social 
changes influence how experiences are re-told, past experiences will therefore influence how 
future experiences are perceived (Haydon & van der Riet., 2017). 
3.5.2 Sociality 
The sociality dimension of the three-dimensional space structure refers to the personal, 
social and cultural aspects of the individual’s experience, expressed in narrative.  Wang and 
Geale (2015) in their study exploring narrative inquiry as a methodology in nursing research 
describe the personal as involving feelings, hopes, individual reactions and personal 
temperament.  Social and cultural aspects of narratives are evident in the external 
environment with others, and also include intentions, assumptions and views.  Personal and 
social aspects of experience are interdependent.  As narratives are told, people construct and 
re-construct their identity and who they socially connect to in order to make sense of their 
lives.  Therefore, the researcher analyses both the personal and the social simultaneously as 
narratives will change depending on the perceived influence of the audience and current 
social norms of the time (Haydon et al., 2018). 
3.5.3 Spatiality 
The individual’s physical location and how the event occurs in that location influences 
how an event is experienced, and as Haydon and colleagues (2018) explains; past experience 
will impact on a current experience. This experience, links the concept of spatiality with the 
three-dimensional structure concept of temporality.  Our identities are complexly linked with 
our experiences, which all occur in some place, at some time.  Consequently, experience can 
only be studied and understood with consideration to context, the time and the physical 
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place the experience took place, and attention to individual intent, purpose and point of view 
(Clandinin & Connelly, 2000; Wang & Geale, 2015). 
The inclusion of the social, cultural and environmental influences in narrative inquiry 
makes this methodology particularly suitable for research in health (Haydon et al., 2018).  
Therefore, by using narrative inquiry, women are able to tell their lived stories of their 
breastfeeding experiences and these narratives can be presented using the conceptual 
framework of temporality, sociality and spatiality to examine the complexity of the relational 
composition of experience, for a deeper understanding of the experience told.  It is in the 
understanding of this that the intricacies of the relational aspects of lived experiences are 
understood and findings from these narratives can produce knowledge and contribute to 
change.  Subjective truths that hold meaning is what is sought in this research process, not 
one generalised truth, as many truths or narratives are desired to explore phenomena and 
instigate change.  Consequently, a study using narrative inquiry is characterised by having 
very few participants, mostly numbering only four to six (Haydon et al., 2018).  This is 
particularly so when there are also time or economic restrictions related to the conduct of 
the study, as was the case for this current study.   
Participants 
This narrative inquiry began with stories told by participants about how their decision 
to breastfeed was made, and their experiences of support they received while learning to 
breastfeed.  A small purposive sample of seven women were recruited using advertising 
flyers (Appendix B) and snowballing through friends and colleagues.  Ideally, those recruited 
would represent a range of multicultural backgrounds and have varying attitudes of 
enthusiasm and commitment to breastfeeding.  Inclusion criteria required participants to 
be women who: (a) were over the age of eighteen who were able to independently consent, 
(b) were currently breastfeeding or recently ceased breastfeeding  to assist with accurate 
recall of the experience, (c) had given birth to an infant born after 38 weeks gestation to 
avoid the experience of establishing breastfeeding with health complications of 
prematurity, and (d) spoke proficient English to avoid the misinterpretation of data 
collected. 
Women expressing interest in participating were contacted by the researcher for further 
information. This initial contact was through a telephone call, which was a  simple 
introductory, meet and greet conversation that provided an opportunity to introduce the 
study in more detail.  All the women initially contacted by phone consented to receiving a 
Chapter 3.  Methodology 
35 
written information letter via email (Appendix C).  The study information letter, consent form 
(Appendix D), questionnaire (Appendix E) and flyer were emailed, and the researcher waited 
for them to initiate further contact to ensure their participation was by no means coerced or 
pressured. 
Of the eight responses to the invitation to participate in the study, one did not meet the 
inclusion criteria that required the woman to have birthed an infant after the thirty eighth 
week of gestation and another could not progress to interview due to illness.  A further 
prospective participant birthed twins at 36 weeks gestation so could also not progress to 
interview.  These women were excluded following discussion during the first introductory 
telephone call.  However, they did offer to share the study information with the mothers’ 
group they attended, and one invited me to present my proposed research project at her 
mother’s group.  Presenting my proposed research project, in person at the mothers group 
enabled recruitment of another two eligible women. 
The information letter provided potential participants with an explanation of the study 
aims, assured anonymity, confidentiality and ability to withdraw from the study at any time 
they wish .  A request for each participant to complete a questionnaire to gather 
demographic details, family breastfeeding history and details regarding the woman’s 
pregnancy, birth and general health was included, as well as information concerning the 
interview and its expected duration.    All participants received several emails and some 
telephone communication prior to their scheduled interview.  This contributed to the 
commencement of rapport building and gave several opportunities for questions to be 
addressed. 
All the participants expressing interest and meeting the inclusion criteria were emailed 
the consent form for perusal prior to interview.  The consent form stated that the participant 
voluntarily took part in the study and was free to exit at any time they wished.  The consent 
form also stated that the participant was agreeable to having the interviews audio recorded.  
The participants were reassured through the information letter and verbally prior to the 
interview taking place that all study material they provided would be kept confidential, 
shared only with the supervisors and all research material would be stored in accordance 
with relevant National Health and Medical Research Council legislation and Murdoch 
University policy. 
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3.6 Data Collection 
Data collection aimed to develop a deep understanding of the varied situations that the 
participants presented in their stories.  Data included a questionnaire to collect demographic 
and background information (Appendix G), transcribed verbatim stories, digital audio-
recorded conversations and field notes of non-verbal aspects of individual interviews.  
Individual interviews were organised with each of the women at times and in places that 
suited them.  The setting and interaction between the woman and researcher were recorded 
in a journal as audio-recordings were unable to capture this (King & Horrocks, 2010).  
Consequently, small nuances, gestures, and postures of the participants as they told their 
stories were recorded so that I could refer to my notes during the transcribing process to 
capture the emphasis and true essence and meaning of what was being said.  All interviews 
began with a review of the study purpose and the researcher’s role in the research process.  
Narrative Inquiry is characterised by the involvement of the researcher on the behaviour of 
the participant and therefore the creation of the narratives (Connelly & Clandinin, 1990).  
Relationship development between the researcher and participant that promotes rapport 
conducive to open, honest conversation is pertinent to establishing trust that enables the 
exposure of detail and meaning of the ‘lived experience’ not reachable in a structured 
interview. 
The interview began with an open-ended question that invited the participant to share 
their experience of support whilst learning to breastfeed (Appendix F).   The researcher 
wanted the women to begin the discussion as they chose with a focus on their whole life 
experience of this time.  As the woman told her story, the researcher assisted the 
conversations with questions that encouraged the woman to focus on their thoughts and 
feelings of their experience of the support they received during this time and what that 
support meant for them.  Semi-structured narrative-based interviews were used to allow 
freedom of response to elicit women’s personal stories of their experience of support when 
establishing breastfeeding.  The literature demonstrates that breastfeeding difficulties and 
early cessation can cause feelings of failure and inadequacy (Coates, Ayers & Visser, 2014; Fox, 
McMullen & Newburn, 2015; Thomson, Ebisch-Burton & Flacking, 2014).  Therefore, the 
researcher was very cautious not to show or allow the women to feel or sense any perceived 
judgement of their circumstance.  The relational properties of narrative inquiry promoted 
genuine openness in sharing narratives for richness of data collected.  However, the influence 
the researcher can have on the narrative must be made transparent (Haydon et al., 2018) so 
that the focus is on the meanings the individuals make of their experience and insight that 
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corresponds to the complexities of that human life.  The sharing of stories and experiences 
openly and honestly is an intimate task, therefore the researcher listened attentively to the 
women’s narratives and paraphrased her understanding of their stories back to them to be 
sure that the true meaning was reflected (Clandinin & Connelly, 2000; Haydon et al., 2018).  
Narrative Inquiry requires a reflexive commitment by the researcher.  This is due to the 
researcher’s role in the construction of knowledge throughout the research process to ensure 
assumptions of the participant’s views are not made due to either current beliefs, or personal, 
social and political background (Saks & Alsop, 2013).  Reflexivity acknowledges the creation of 
knowledge through the relationship between the researcher and participant and the 
complexities of the realities where the processes to be observed are contained. 
Each woman involved in this study was offered a follow up interview once they had 
received their re-told narratives to further add to previous discussion as desired.  Data 
collection in narrative inquiry encourages multiple meetings between the researcher and 
participant to facilitate depth in data collection for the discovery of meaning.  Multiple 
meetings can provide the participant an opportunity to further add, discuss or clarify what 
might have not been recalled or what afterthought provokes (Clandinin, 2013).  However, 
none of the participants wished to have a follow up interview, though they did communicate 
with the researcher by email to reinforce some points in their narratives. 
3.7  Data Analysis 
The goal of analysis for this narrative inquiry is to explore how the mother makes 
meaning of her support experience during the journey of establishing breastfeeding and 
what that experience has meant to her breastfeeding success.  The three-dimensional space 
narrative structure Clandinin and Connelly (2000) described (both the personal and the social 
aspects of the experience) is applied to examine the experience for meaning in terms of 
interaction, continuity and situation.  The process of the woman’s story is examined in terms 
of the woman telling the story; her feelings, hopes, aesthetic reactions and the social 
environment in which the story occurred; how the story is told, why the story came to be and 
what the story has become for her. 
The researcher read each of the interviews  several times in a hermeneutic circle, with 
attention to both the content and structure of the narration (Wertz, 2011), and then re-
storied each of the participants’ stories in a narrative form to send back to them for 
verification and validation.  The participants’ audio taped narratives were transcribed in 
order to facilitate a deeper understanding of their lived experiences and further analysis.  
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This process pulled together elements such as characters, place, time and context of the 
participants’ stories into narratives of sequence, to clearly identify and articulate any causal 
links between ideas and thoughts (Ollerenshaw & Creswell, 2002).  The re-storying of the 
participants’ narratives provided them with the opportunity to expand on any issues or 
topics, and check for accuracy and resonance of their experiences (Guba & Lincoln, 1994).  Of 
the seven narratives returned to the participants’, none were amended or included additions.  
Before proceeding with any further analysis, the researcher made follow up contact with 
each of the participants by text or email to confirm that the narratives were accurate and 
portrayed their experiences truthfully.  In narrative inquiry research such collaboration is 
critical as the researcher must check the story and negotiate the interpretations of the data 
in an ongoing and respectful way (Ollerenshaw & Creswell, 2002). 
As a result of re-storying the recorded narratives and familiarising herself with the data, 
the researcher began to develop interests, thoughts, interpretations, and questions which 
were documented in a journal.  In narrative inquiry, re-storying is both a process of 
description and analysis (Ollerenshaw & Creswell, 2002).  Acknowledging the impact of the 
women’s experiences, the life circumstances of their situations and the effect societal views 
may have had on their narratives, guided the interpretation of the data (Hardy, Gregory & 
Ramjeet, 2009; Hunter, 2010).  Repeated reading and documenting the narrative marked the 
beginning of thematic data analysis which created an active way of searching for meaning, 
and the identification of possible patterns and recurrences in the data (Braun & Clarke, 2006; 
Ollerenshaw & Creswell, 2002). 
When all participants’ stories were understood, a three stage process was used in the 
thematic analysis, noting that in reality carrying out analysis does not progress in a purely 
sequential manner, but ‘requires a cycle back and forth between stages’ (King & Horrocks, 
2010, p.152).  First, descriptive coding was employed by finding a short phrase or word from 
the verbatim language found in the data narratives.  Second, interpretive coding was used 
to reorganise the data narrative to identify themes that contextualised them with regard to 
the participants’ experiences.  Finally, an overarching theme was identified giving rise to a 
concept that captured the core points of coherent and meaningful patterns in the data 
narratives (Braun & Clarke, 2009).  The researcher coded the narrative data, by sifting, 
highlighting and sorting out verbatim quotes and making comparisons to represent 
relationships between levels of coding in the analysis (King & Horrocks, 2010).   Charting, 
mapping and interpreting were conducted by the researcher by placing quotes from their 
original context and rearranging them under the newly-developed thematic framework.  
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Recurrence, repetition, and forcefulness are three points of reference to identify 
overarching themes (Overcash, 2004).  To identify recurrence and repetition, the researcher 
looked for narrative data that had the same meaning, but different wording as well as the 
existence of the same ideas using similar wording.  To identify forcefulness the researcher 
also noted verbal and non-verbal cues that would reinforce a concept.  The researcher’s aim 
was to look for trends and patterns that reappear within narratives. 
3.8 Personal Assumptions 
Qualitative research methodology is used to harness and explore lived experience 
through conversation that illuminates the subjective perspective of the participant (Tufford 
& Newman, 2012).  As an understanding of phenomena is being constructed from the 
perspective of the participant, subjectivity may also infiltrate all stages of the qualitative 
research process through the perspectives, values and beliefs of the researcher (Creswell, 
2013).  These perspectives can provide a filter through which the study’s findings are 
explored and interpreted by the researcher and therefore must be acknowledged and 
addressed to reduce potential bias, and to also make clear what part the researchers 
assumptions have played in motivating the investigation in the first place (Sutton & Austin, 
2015; Tufford & Newman, 2012). 
Bracketing is the process by which personal assumptions are set aside and is used as a 
method to acknowledge how they can enhance the truth of findings, minimise personal bias 
and reinforce rigor of the research process.  Scholars agree that bracketing is a reflective 
process that distinguishes the researcher’s experience of the phenomenon so as to enable 
the data to be addressed and analysed with minimal bias (Braun & Clarke, 2013; Corbin & 
Strauss, 2008; Gearing, 2004).  Consequently, it is necessary to outline latent assumptions 
and the experiences that have influenced those assumptions so as to ensure quality and 
rigour of each stage of the research process. 
The personal assumptions that have motivated my interest in support for breastfeeding 
mothers have been formed from an accumulation of personal and professional experiences, 
integrated with academic knowledge of breastfeeding, the interpretation of those 
experiences in reflection, and my own search of the literature.  My interest in support for 
breastfeeding mothers began with my choice to breastfeed my four children.  This experience 
was independent of my professional experience as my midwifery qualification was achieved 
eight years post the birth of my first child and after I had ceased breastfeeding my fourth 
child.  At the time my first child was born, I was young and living in a small wheatbelt town 
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of Western Australia, isolated from family, and with few friends.  As I had no access to 
antenatal education, knowledge of childbirth and breastfeeding came from an inherent 
instinctual motivation, basic knowledge learnt through my nursing undergraduate and 
personal reading of books loaned to me during my pregnancy.  Evidentially, I believed that 
‘breast was best’.  This created a desire to breastfeed with no thought or consideration of 
the difficulties I was about to encounter.  Breastfeeding did not come as ‘naturally’ as I had 
expected.  I was unsure of where to seek assistance and telephone support services were 
generally unhelpful as I believed I was already doing all that was being suggested.  
Breastfeeding was painful and my baby wasn’t gaining sufficient weight.  Breastfeeding 
consumed my life with negative feelings of inadequacy and failure as I sought help and 
experienced attitudes of judgement regarding my age and circumstances from the child 
health nurse, telephone breastfeeding counsellors, and other much older mothers in the 
town. Consequently, I found myself consciously avoiding the support services available to 
me.  I continued to believe that breast milk was the best food for my infant children despite 
it being obvious that breastfeeding was not the preferred option for infant feeding amongst 
my family and friends as they encouraged me to stop breastfeeding.  I also felt that the 
breastfeeding support available to me at the time was only for those whose personal 
circumstances were socially acceptable to the people providing the service.  As my 
disappointment faded with time, my understanding of the reasons for my struggles grew as 
my academic knowledge of breastfeeding grew in my postgraduate midwifery studies. 
The personal assumptions and beliefs about breastfeeding created whilst breastfeeding 
my own children were reinforced with professional experiences of caring for breastfeeding 
mothers in the public health system.  My role as a midwife is to ‘be with’ and empower 
women (MacDonald, Magill-Cuerden, Warwick & Mayes, 2011).  Providing support for 
childbearing women is paramount for the midwife.  Despite the expectation to educate 
women about breastfeeding, and support women to breastfeed through encouragement and 
practical help, undergraduate breastfeeding education is minimal.  This influenced my view 
that breastfeeding is to some degree devalued within the profession.  However, the 
breastfeeding education I received did enable me to understand the cause of my personal 
difficulties, and motivated my efforts in recognising the same issues in the women I was 
caring for so I could assist them in ways I thought might have benefited me.  Interaction with 
women, and communication with the other professionals I worked with, highlighted my own 
and my colleague’s lack of breastfeeding knowledge and ability to adequately support and 
resolve breastfeeding difficulties.  I saw distressed women cry and complain about the way 
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the ‘other midwife’ treated them.  I often heard women’s frustration regarding the lack of 
what they perceived as helpful advice as they continued to struggle through their 
breastfeeding difficulties.  I became increasingly aware of my own inability to successfully 
problem solve and assist the women I cared for.  Consequently, I found myself avoiding these 
situations that impacted my time management and productivity by promoting the use of 
formula despite my belief, knowledge and professional expectation to promote breast milk 
as the best and most appropriate food for neonates. 
Through reflection of my own practice over time, I began to question if the midwives’ 
attitudes toward breastfeeding were predisposing women to postnatal depression.  I 
struggled to understand why support given to breastfeeding mothers by midwives often 
created further distress in the mothers.  Formula was actively encouraged by some and 
inadvertently encouraged by others like myself as a means of solving a problem I knew I was 
ill-equipped to manage.  I viewed health professional support for breastfeeding mothers to be 
that which focused on minimising disruptions to health service productivity and reducing 
health professional stress.  I viewed my own practice and the practice of my colleagues to be 
disempowering of women, rather than empowering. This was not the way I wanted to practise 
midwifery.  Consequently, I commenced formal education into lactation five years post my 
qualification as a midwife, and as I recognised a change in my own practice over the following 
5 year period, I sat the International Board of Certified Lactation Consultant exam and 
qualified as a Lactation Consultant. 
Certification with the International Board of Lactation Consultants not only increased my 
academic expertise, but it also expanded my clinical scope of practice into support for 
breastfeeding women post discharge from the health care facility.  The knowledge I had 
gained enabled me to better support mothers through their feeding difficulties which enabled 
them to breastfeed more successfully.  However, reflection of practice over the years 
illustrated that my ability to support breastfeeding mothers was only improved.  There still 
remained a large population of women I still could not help and breastfeeding for this group 
of women ceased much sooner than they had hoped.  Despite my growth in expertise, the 
same issues I experienced early in my career are the same issues I am continuing to experience 
and this is occurring in a context where despite support services having grown with the global 
introduction and implementation of the Baby Friendly Health Initiative, rapid declines in 
national breastfeeding rates as early as two weeks postpartum and the low prevalence of 
breastfeeding indicate that the support of breastfeeding mothers is not working as well as it 
should, or could.  In declaring my personal assumptions, I have made clear the circumstances, 
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perspectives, values and beliefs that have motivated the undertaking of this study.  This 
reflection represents the process of bracketing to minimise personal bias and reinforce rigor 
of the research process.  To further mitigate the potential for this subjectivity infiltrating the 
research process, an objective stance was assured by providing the women with their re-told 
stories for personal review, and an invitation to confirm the accuracy of understanding, 
assumptions, and conclusions. 
3.9 Ethics 
Relationship is at the centre of narrative inquiry.  As narrative inquiry requires a holistic 
exploration of a phenomenon, relational ethics guided this research process.  This made the 
consideration of consequences for the participants during each step of the research process 
a primary concern.  Dignity, privacy and personal wellbeing became paramount to develop a 
relationship that was conducive to eliciting the intricacies of personal stories (Clandinin & 
Connelly, 2000; Clandinin, 2007).  Ethical considerations began in the recruiting of 
participants, the organisation and conduct of the meetings, how the participants’ stories 
were listened to, written about and discussed with each participant in the study.  This 
narrative inquiry into the support women experience while learning to breastfeed began with 
a detailed application process to gain ethics approval from the Murdoch University Human 
Ethics Committee.  Approval was granted in May 2017 on the understanding that the study 
would be conducted according to the standards of the National Statement on Ethical Conduct 
in Human Research (2007), the Australian Code for the Responsible Conduct of Research 
(2007) and Murdoch University policies (Appendix A). 
The participants of this study independently responded to the study flyer or information 
session and were not recruited directly. Following a brief general discussion of the study, an 
information letter was forwarded for further perusal of willingness to participate.  Further 
communication with willing participants was instigated by the participant when a meeting 
for interview was then organised.  The interview began with a review of the study purpose 
and my role in the research process.  Prior to interview commencement, a signed written 
consent was discussed and signed to confirm the woman’s voluntary participation without 
coercion and willingness to be audio taped.  It was important that participants self-selected 
to be involved in this study to demonstrate their interest in the experience of breastfeeding 
support and willingness to discuss their perspectives.  The inquiry began with an open-ended 
question that invited the participant to share their experience of support whilst learning to 
breastfeed.  Attentive listening and paraphrasing back to ensure understanding and asking 
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clarifying questions contributed to the narrative participants shared about the research 
puzzle.  Every step of the research process ensured the maintenance of confidentiality and 
anonymity and that the woman is unsurprised and prepared for what participation entails.  
As required by NHMRC (2007) guidelines, pseudonyms and research data will be stored 
separately and securely for a minimum of five years. 
This study presented no anticipated risks for the participants.  However, as an 
experienced midwife I recognise that postnatal women are emotionally and physically 
vulnerable.  In the event of unforeseen circumstances such as discussions triggering 
unpleasant memories, extreme tiredness or an unsettled baby at the time of interview, 
the interview would be ceased temporarily or permanently as per the woman’s wishes 
and information of an appropriate counselling service if appropriate would be given.  
Though this study also presented no obvious benefits to the individual participant it does 
provide an opportunity for the participant to tell their story and therefore be able to 
contribute to the knowledge we gain from their participation and how it may help others. 
3.10 Rigour 
Rigour is addressed in this qualitative study by establishing trustworthiness through the 
Guba and Lincoln (1994) criteria of dependability, credibility, transferability and 
confirmability, and ensuring that the narratives are true to the participant’s experiences as 
they told them.  Clandinin and Connelly (2000) describe a good narrative as one that would 
have “an explanatory and an invitational quality, [an] authenticity, adequacy and 
 plausibility” (p.185).  This narrative inquiry is written, examined and explained in a way 
that is logically plausible and prompts the audience to participate in the inquiry by 
questioning their own practice.  To maintain an objective stance and ensure accuracy, 
consistency and trustworthiness, dependability is established using strategies such as 
member checking and an ‘audit trail’ that details the research design, data collection, analysis 
and describes how assumptions and conclusions are developed.  Women were given a copy 
of their transcript for personal review and invited to discuss the content to ensure accuracy 
of understanding, assumptions and conclusions, and that her story is recognisable to her and 
illustrative of her experience (Lapan, Quartarol & Riemer, 2012). 
Credibility of this study focused on internal validity.  It is important that the social reality 
of women and the meanings of their experience are re-storied in a way that could be 
recognised by other women learning to breastfeed.  Therefore, by gathering sufficient 
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information regarding support enabled generalisation to inform health professionals of more 
helpful strategies.  As context is crucial in the research process, this demonstrates and 
ensures transferability.  A lack of transferability in informing or changing practice is a criticism 
of narrative methods (Hardy et al., 2009), so it was important that the knowledge developed 
from this study was relevant and its applicability across settings was reported in such a 
manner that others could recognise their own experiences.   Consequently, confirmability 
was achieved by using participant quotations to affirm the description of how findings were 
established.  The transparency of the audit trail and evidence of reflexivity allows the reader 
to evaluate how well the findings and conclusions achieved the aim of the study and were 
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4.1 Introduction 
This study explored women’s experiences of support when learning to breastfeed.  
The focus of this study was to gain an understanding of how women experience 
breastfeeding ‘support’, how they seek, interact with and respond to the support provided 
to them, and what the experiences meant to them on a personal level.  
This chapter presents findings from seven mothers who storied their personal, lived 
experiences of establishing breastfeeding. 
4.2 Setting 
Breastfeeding is recognised as the best method of infant feeding for the health benefits 
it provides across the lifespan, its contribution to the prevention of chronic disease and 
resulting economic benefits to health care (Horta & Victora, 2013; Kramer & Kakuma, 2012; 
WHO, 2003).  Intentions to promote and protect breastfeeding in Australia have had little 
effect on maintaining high initiation rates beyond the first postpartum month (Australian 
National Infant Feeding Survey, 2011). Therefore, to maximise the health benefits of 
breastfeeding that can positively contribute to preventing Australia’s growing chronic 
disease problems, an understanding of how mothers learn to breastfeed could expose ways 
in which breastfeeding support can be improved to enhance women’s experiences and 
promote a lasting change in breastfeeding culture. 
The mothers who participated in this study included those over 18 years of age, who 
spoke English and chose to breastfeed their infant born after 38 weeks gestation. The study 
data or ‘field text’ as described by Clandinin (2013) are presented in the transcribed 
verbatim stories of the participating breastfeeding mothers who are considered the experts 
of their own breastfeeding experience (King & Horrocks, 2013).  The opportunity for 
multiple meetings that are encouraged for data collection in narrative inquiry were provided 
to the participants through verbal invitation for a follow up discussion at the end of each 
interview, and further contact at any time they chose if wanting to add or discuss their 
thoughts further.  Further communication was encouraged when my interpretation of the 
mother’s stories was shared with them via email for their validation. A small purposive 
sample of seven mothers was considered manageable within the time constraints of the 
research degree being undertaken, and invited further discussion for data collection that 
might enable the intricacies of ‘breastfeeding support’ to be discovered through the 
mothers own meaningful realities (Green, 2013; Hunter, 2010). 
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The seven participants who completed the semi-structured narrative based interview, 
were all breastfeeding mothers who lived in Australia.  Four of the seven breastfeeding 
mothers had breastfed or were continuing to breastfeed previous children.  Age ranged from 
26 years to 35 years, with one mother not disclosing her age.  Five mothers spontaneously 
laboured and birthed without the use of pain relief, one spontaneously birth with the use of 
epidural pain relief, and the remaining mother birthed via emergency caesarean section.  
Educational attainment varied between the mothers.  Five of the seven mothers were 
tertiary educated, one educated to a Postgraduate Certificate/Diploma level, and one chose 
not to disclose her education level.  Two of the participants were business owners and 
returned to work within six months of birth, four were taking Maternity Leave and one was 
not taking any kind of leave and had no intention to return to work.  Three of the multiparous 
women disclosed breastfeeding difficulties with previous babies, all other mothers were 
breastfeeding their first child.  Only one multiparous mother did not disclose any previous 
breastfeeding difficulties.  All the mothers who participated in the study were surrounded by 
breastfeeding friends.  Only one mother did not disclose any personal or family breastfeeding 
history due to not knowing relevant family history.  Breastfeeding difficulties disclosed 
included breastfeeding jaundice, blocked ducts, mastitis, nipple damage, low supply, tongue 
tie and low weight gain. 
This Narrative Inquiry into perinatal and postpartum breastfeeding support captured 
seven breastfeeding mothers’ stories collected through individual in-depth interview and 
from a questionnaire exploring demographic details, family breastfeeding history and 
pregnancy, birth and general health information.  In bringing these diverse stories together, 
some common threads emerged among their individual experiences as I explored with each 
mother how they perceived, interacted with and responded to the breastfeeding support 
available to them whilst establishing breastfeeding. 
4.3 Narratives of Breastfeeding Mothers’ Experiences 
4.3.1 Rebekah’s Narrative 
Rebekah (a pseudonym) is tertiary educated, married, and self-employed in the area of 
wellbeing and fitness.  At the time of telling her story, she was in her early thirties and 
breastfeeding her first child at five months postpartum. Though Rebekah’s mother was not 
breastfed, Rebekah and her husband were, and Rebekah has other family members and 
friends who were also breastfeeding at the time.  Rebekah had a normal pregnancy and her 
baby was born at home post term without complications. 
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Rebekah began her story by relating how she had spent many years preparing for 
pregnancy, birth and parenting: 
“I have been researching childbirth and having a baby for, like five years  … 
I am a really healthy, health conscious person and research everything …” 
Rebekah detailed her personal research, which commenced before trying to become 
pregnant with the goal of preparing her body and continued through the two and a half years 
it took to achieve a pregnancy.  Diet and exercise dominated preparation throughout this 
time, but consideration of advice from others also played a role when pregnancy was proving 
difficult to achieve. The difficulties experienced in trying to achieve pregnancy were 
accompanied by increasing feelings of depression, and it was not until Rebekah decided to 
make a conscious choice for distraction, by embarking on intense ironman training, that her 
long waited for pregnancy became reality. 
In describing this time of preparation, Rebekah did not mention any thoughts of her 
choice of infant feeding or breastfeeding.  It was only in response to being asked how she 
made the decision to breastfeed that prompted a response suggesting that, for her, the act 
of breastfeeding was “a given”. It was not a conscious decision but an inherent human drive.  
It seemed the only option for her, and she communicated this passionately: 
“… to me breastfeeding is the ultimate … like there would have to be a lot 
wrong, I basically have to have no boobs for me to have not breastfed … I 
would have done anything that was required …” 
However, despite this passionate drive Rebekah’s initial narrative was dominated by her 
preparations for birth and attention to identifying the type of support network she wanted 
during this event.  At this stage, only a brief acknowledgement of the possibility of 
breastfeeding hurdles was communicated in her story.  Rebekah largely expressed quiet 
confidence as she felt prepared for whatever breastfeeding experience might happen. 
“… I knew it wasn’t going to be easy necessarily, some people find it very easy, 
but I knew not necessarily because there are so many variables umm so I was 
prepared for whatever journey came …” 
Breastfeeding support was not at this stage talked about as being something specific 
Rebekah should be considering. With no breastfeeding experience to draw on, and not 
knowing what to expect in relation to potential support, she focussed on trusting and 
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enabling her body to function as it was designed, and making sure she had trusted people 
around her to help her. 
“… the whole reason I went with homebirth, just wanted it to be my most 
trusted people I had selected …” 
After relating the story of her birth, Rebekah’s narrative quickly changed to focus on the 
problems she experienced with breastfeeding and how she journeyed through those 
difficulties. 
“… she struggled to attach even with my two midwives here …” 
References to support now became more specific and the different people making up 
Rebekah’s predetermined support network, now had different and more active roles to play.  
It was at this point in the story that Rebekah revealed both her independent midwives were 
International Board-Certified Lactation Consultants (IBCLCs).  She also talked about how 
important her husband’s role was in ensuring Rebekah’s plan for pregnancy and birth was 
continued after the baby was born, to assist Rebekah when initiating breastfeeding.  This was 
reflected in how he restricted access to Rebekah and the baby by extended family and friends 
to enable Rebekah to focus on the breastfeeding attachment issues she was experiencing at 
the time. 
“… I was very clear about visitors and people coming … I didn’t want them 
coming but they came and I said they can be here for half an hour, and then 
they have to go.  I was quite strict with what I wanted …” 
His role at this time expanded to aid Rebekah’s decision making and how he physically 
helped Rebekah express milk and finger-feeding the baby so Rebekah could focus on 
expressing for the next feed.  Rebekah related the practical importance of this support in 
ensuring she was not separated from her baby in order to better enable breastfeeding. 
“… he would hand express and I would syringe … I would express and we 
would, my husband would tape the tube to his finger and finger feed her my 
expressed milk …” 
Up until this point in the story pregnancy, labour and birth had progressed as Rebekah’s 
research had led her to expect it would.  However, in the postpartum period this changed 
dramatically.  Rebekah’s passionate desire to feed her baby breastmilk provoked an all-
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consuming preoccupation with helping her baby latch at the breast and feed.  This 
preoccupation, she later reflected, could have had a negative impact in that she thought it 
may have helped to focus  distrust in her of her body’s ability, and her baby’s body to work 
together with hers, to successfully breastfeed. 
“… this is probably the only thing I regret about my birth, it that first hour 
being so obsessive about getting her on the breast, both my body and her 
body is perfectly designed to do what they need …” 
Rebekah’s research taught her how important this initial breastfeed was so when the 
baby fussed and only latched at the breast intermittently for short periods, Rebekah sought 
reassurance from her two trusted midwives whom she felt gave her the peace she needed 
to relax. 
“… both my midwives were like ‘she’s fine’, once they said that I was like ok, 
she’s fine and I relaxed …” 
However, this was only temporary and Rebekah’s doubts and concerns returned as the 
baby continued to struggle to attach to the breast and settle. 
“… midwife came, and (asked) ‘how was your night?’, ‘How is breastfeeding?’.  
(Rebekah) I don’t know she, would never just attach on and stay on, she was 
really quite distressed, she would cry a lot.  Even if I got the perfect latch she 
would just do two sucks …” 
As Rebekah worked through her breastfeeding difficulties, interaction with her support 
network demonstrated a need for positive affirmations and her describing the baby’s 
behaviour to find answers or possible solutions.  Rebekah often spoke about the 
overwhelming nature of her emotions when trying to manage her breastfeeding difficulties, 
including having feelings of being rejected by her baby and feeling unloved: 
“… the big things I remember are the feeling of being completely 
overwhelmed …” 
“… emotions of like her rejecting me … like I worked so hard and now you 
don’t love me … he (Rebekah’s husband) sat down ready to finger feed her 
and he spoke and she turned her head to him and went like this 
(demonstrating baby’s behaviour) and oh my heart! You are meant to look at 
me like that, I’m your mummy … trying to hold back the tears …” 
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During this time doubt plagued Rebekah, and she explored further how it began to 
undermine her trust in her own body, the one thing that she had held such a strong belief in 
prior to the birth. 
“… when you’re pumping and your baby is needing to gain weight you are 
over stressing it all, look at how much milk, when you’re a first time mum you 
don’t trust, no matter how many people say it to you, there was self-doubt …” 
Despite these times of self-doubt Rebekah did not see a need to seek support outside 
her pre-established circle of support. She still had faith in her own ability to recognise if there 
were issues requiring professional attention and also held strong views that seeking 
assistance from a Child Health Nurse, for instance, could potentially be unsupportive and 
sabotage her ongoing efforts to succeed with breastfeeding. 
“… I didn’t even take her to child health (that’s how naughty I am), I didn’t 
even take her to get her hearing test, I can see that she can hear … I don’t  
know what  these weight charts are measured against?  There’s no separation 
between breastfed babies and formula fed babies  ... anyone knows that 
formula fed babies are so much bigger, so when they’re comparing their 
newborn baby to a formula fed baby they’re going to be told their baby is 
underweight and as soon as someone is told their body is not producing 
enough, or you are not doing a good enough job to help your baby survive, 
that destroys a woman and her doubt becomes stronger than her faith and 
that’s her done …” 
Suggestions by Rebekah’s midwife that if the difficulties couldn’t be overcome, specialist 
medical assistance would be needed seemed to have a galvanising effect on making Rebekah 
more determined to overcome the difficulties being experienced. 
“… my midwife suggested I consider going to the hospital and seeing another 
Lactation Consultant … ‘if she (baby) (isn’t back to her birth weight by three 
weeks the Paed will want to see you’… and I was just like that isn’t happening 
cos I don’t like doctors or paeds or anthing like that, for me it was like, ‘OK we 
really need to get onto this’ …” 
Suggestions of seeking further professional advice by Rebekah’s family made Rebekah 
very protective of her known trusted support network and again, in her body’s ability to 
overcome the difficulties being experienced 
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“… no thanks Mum, … I trust the human body in the process of childbirth and 
breastfeeding …” 
Rebekah acknowledged how much she needed the reassurance she received from her 
health professional and family support network during her journey, and also verbalised the 
value she placed on things like attending to simple household chores, such as cooking, 
cleaning and walking the dog, so that she could spend time with her baby, expressing 
breastmilk and attending to her baby’s needs. 
“… I remember my midwife saying, you know Rebekah I know it feels like your 
right in the thick of it but eventually you won’t be and you’ll look back at it … 
my midwife was like she is gaining weight and we’re getting there, it was 
progress, we weren’t going backwards …” 
“… I kept saying to my husband, keep reassuring me …” 
“… if I lived somewhere else I would have invested the money for a postpartum 
doula to come and stay and do what mum did …” 
Regardless of who provided the support, Rebekah emphasised the need for it to be 
gentle and caring, as well as being implemented in a way that was practically meaningful, 
and didn’t interfere with her relationship with her baby. 
“… my boobs were so sore from hand expressing, my husband was actually 
doing it because I was finding it too hard … just the supportive role of cooking, 
cleaning, walking the dog … it (support) probably wouldn’t be much of holding 
my baby cos that’s what I want to be doing …” 
As the breastfeeding difficulties began to be overcome, Rebekah remembered her 
feeling of pride and joy in her body’s ability to respond in the way she had been striving for, 
and in herself for her own persistence. 
“… we tried the nipple shield again, and she attached to it, it was only for 
about five minutes but it was the longest she had ever attached, we were just 
like oh success!  It felt really good one day she just didn’t want the shield, go 
boobs!… As soon as there was just the breast, I just get them out everywhere 
now, I’m just so proud to breastfeed … I feel really proud of myself for sticking 
with it …” 
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Looking back on this period Rebekah believed that despite the difficult times they were 
“just experiences I had to have” and what was paramount in her success was her own ability 
to work through those experiences to reach her end goal. 
“… at the time it was where I was, and you know I was tired, and I was you 
know, hormonal, but then I think on those things, but I also know they are just 
experiences that I had to have because no matter what anyone said I still felt 
there was pretty much nothing anyone could say, I had to process it myself …” 
Rebekah’s story shows considerable persistence despite significant, snowballing 
breastfeeding difficulties in the first three months postpartum.  The story Rebekah told was 
at first dominated by her preparation and desire to experience the normal processes of 
pregnancy, birth and breastfeeding.  Rebekah believed so passionately in the benefits of 
breastmilk and in her body’s ability to function normally that not even overwhelming feelings 
of doubt and distrust that later dogged her were enough to discourage her motivation, 
determination and persistence to overcome the breastfeeding difficulties that became 
apparent from birth.  In her account of her experiences, Rebekah acknowledged the 
importance of postnatal support, so much so, that she if she had been geographically isolated 
from her family, she would have been prepared to pay for the service.  Rebekah articulated 
clearly how important it was for her that the support she received was gentle, kind, 
unobtrusive between mother and child, confidence building, baby focused and given in a way 
that was meaningful to her individual experience. 
4.3.2 Leah’s Narrative 
Leah (a pseudonym) is married and employed in an administrative role.  At the time of 
telling her story, she was in her early thirties and still breastfeeding her second child of six 
months of age.  Leah breastfed her first child for three and a half years.  Both children were 
born via non-elective caesarean section post term.  Family breastfeeding history only related 
to Leah having been breastfed, and her husband, who was breastfed for the first six weeks.  
Leah has several family members and friends who were breastfeeding at the time. 
Leah began her story by proudly and confidently communicating her success with 
breastfeeding.  Therefore, to encourage conversation that related to the support she 
experienced while breastfeeding, I asked how she made the decision to breastfeed.  Leah’s 
response to this question related to how normal the act of breastfeeding is in her family. 
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“… this is how you feed babies.  In my family mum breastfed me, my sister 
and brother … I have a lot of female cousins around my age who 
breastfeed … it was strange in my family if you use formula … there was 
never any discussion about if you can breastfeed, it was just, “well you’ll 
breastfeed”…  that’s where I guess my background is …” 
Breastfeeding for Leah was built-in and instinctual, rather than a conscious decision 
made as a result of having choice. 
“… it wasn’t really a decision; it was just this is how you feed babies …” 
Leah did not feel the need for professional breastfeeding support prior to giving birth, 
and she expressed confidence in her ability to manage breastfeeding difficulties if they arose. 
“… there was never any (family) discussion about if you can breastfeed, 
it was just, well you’ll breastfeed  … I think it was probably that support 
to start with that made me determined to (breastfeed)…”  
Leah believed there was a social stigma around breastfeeding and formula feeding, 
which probably impacted on many women’s feeding choices. 
“… I knew there was a stigma both ways, stigma if you are breastfeeding, 
stigma if you are formula feed …” 
Leah recounted an occasion that left her feeling very grateful for her own family’s 
attitudes and support of her as a breastfeeding mother. 
“ ... I remember being shocked at going to see a girlfriends new little boy, her 
mum was there and her mum was a midwife, and my friend was feeding her 
little boy, and her mum said to her, ‘oh cover up Alice (pseudonym), cover up, 
no one want to see that’  and I was like oh my gosh! You are a midwife! And 
this is your daughter!” 
This gave Leah a sense of understanding how breastfeeding experiences can impact the 
emotional wellbeing of women over a lifetime. 
“… I am so lucky that my family would never say that, never …” 
“… but then I reflected on it and, I knew the story of her two kids and she’s 
like, mid-fifties nearly sixty and I knew she had formula fed both her two kids 
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and I thought that maybe this was just her pain coming out rather than her 
just wanting to attack me …” 
Prior to the birth of her first baby, Leah simply accepted that breastfeeding is how babies 
are fed in her family.  It was not until after the difficult birth of her first child, that Leah 
focused her attention on ensuring her breastfeeding success, by recognising potential risks 
and addressing them before they could have a negative impact.  Leah also revealed that a 
difficult birth resulting in a caesarean section fuelled her determination to breastfed 
successfully.  It was the inherent expectation she shared with her family that enabled 
confident determination. 
“… because I did have such a terrible birth with my first son, that I was 
like, ‘well I sucked at giving birth, I’m not going to suck at 
breastfeeding’ …” 
Leah reflected on her cousin-in-law’s breastfeeding difficulties caused by a tongue tie, 
and it was this issue (communicated via social media) that prompted Leah to manage the 
problem in her own son when it was identified before problems could arise. 
“… my eldest son did have a tongue tie that we had cut in hospital when he 
was about two days old and the only reason we knew to look for that was 
because my cousin-in-law’s little boy also had one, and she had so much 
trouble and had to switch to formula and whatever …” 
Interestingly, Leah then revealed that she felt that the tongue tie may not have 
interfered with breastfeeding her first son, and as a result of this realisation Leah decided 
not to “cut” her second child’s tongue tie, and justified her breastfeeding success by 
acknowledging the healthy growth of the second baby. 
“… Tommy’s [pseudonym] got one (tongue tie) and we haven’t cut it, it’s not 
as restrictive but it’s obviously not stopped him from getting it [breastmilk] 
this ginormous child who is on the 110th percentile …” 
The feelings of inadequacy and failure that resulted from her first birth experience were 
reinforced as her first born son developed breastfeeding jaundice which persisted for the 
first five months.  Although the act of breastfeeding was in no way problematic, the jaundice 
did affect the way she felt about her breastmilk. 
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“… it didn’t actually affect my breastfeeding, it effected how I felt about my 
breastmilk …” 
Leah sought support from her GP to help her understand why her breastmilk was not 
able to resolve the yellow colouring of the baby’s skin.  Leah needed reassurance that her 
baby was physically unaffected by her choice to breastfeed. 
“… he was orange and oh my God ‘I am doing this to you, and I’m choosing not 
to give you formula to get all the bilirubin out or whatever it’s called’, so probably 
that’s another reason I didn’t bond …” 
“… why isn’t this getting rid of the yellow?… but I had a GP say to me, ‘look at 
him, he is ginormous, driving his pooey nappies and meeting his milestones, 
it will end’. 
Leah’s positive birth experience with her second son, coupled with the fact that he was 
not affected by breastfeeding jaundice attributed to her positive bonding experience with 
him. 
“… It’s been easier to bond with Tommy, one - because I had a really great 
birth and two because he doesn’t look sickly like Nate (pseudonym) 
looked like a sick baby even though he was perfectly fine …” 
However, on reflection, Leah explained that it was the breastfeeding that helped her to 
bond with her first son despite the breastmilk jaundice. 
“… I must admit because I had such a terrible birth with him I didn’t bond with 
him for six weeks and I credit breastfeeding to establishing that bond …” 
Leah had not needed any formalised breastfeeding support from her Aunty who is a 
certified Lactation Consultant (IBCLC), but rather sought informal support from a friend who 
lead a La Leche League group for some common breastfeeding discomforts she experienced 
at different times. 
“… my aunty is a Lactation Consultant, yer but I’ve never needed her … oh you 
know what I have a friend who runs the La Leche League … a few times with 
Tommy I’ve had clogged ducts just on the side here, never mastitis but just 
painful, and I get rundown, symptoms of mastitis but I’ve spoken to her and 
she’s given me umm good tips …” 
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In recalling her need for breastfeeding advice and support with her second son, Leah 
recognised that her first son breastfed frequently, and it was this she credits for keeping any 
breastfeeding discomforts at bay. 
“… I never had anything like that with Nate, so I think that was because Nate 
just fed around the clock, so there was no potential of any clogging he just lived 
on my boob, whereas with Tommy he was, originally anyway, he was sleeping 
probably six hours at night …” 
When considering other social support available to her, Leah acknowledged that support 
within her mother’s group was reciprocal and non-judgemental, and there was always an 
acceptance of individual infant feeding choices. 
“… supportive of everything I do and when I am with them, just no judgement, 
even though I fed Nate up until he was three and a half and there was no 
comment, at least to my face nothing said, they actually just felt sorry for me 
that I was still feeding, they were like, “Oh gosh you’re still doing it 
[breastfeeding]”, they said, “your such a good mum …” 
Whilst remembering how much of a positive impact that the confidence of others had 
on her perception of success, Leah spoke of her hospital experiences.  Leah only had positive 
memories of her breastfeeding experience whilst still in hospital with her first baby, and she 
also recalls the comfort she felt knowing that she had a friend, who worked as a midwife on 
the same maternity unit. The midwife friend would, sit with her whilst she breastfed and 
gently offered encouraging comments that guided her attachment. 
“… My friend Kelly (pseudonym) the midwife was up there so she was working 
there at the time and she was a supervising midwife and so she made sure she 
was available to see me.  She even took me  to the nursery and sat with me 
while I breastfed Nate and looked at his latch.  She made little comments like, 
‘oh maybe just see if he can open his mouth a little bit wider’, I remember her 
saying but she was like ‘otherwise it looks great’, very encouraging …” 
Leah also remembered the encouraging affirmations made by the midwives regarding 
her ability to breastfeed when her second son was born. 
“… it was already on my notes that I had fed Nate for three and a half years, 
so I could hear at the door the midwives at change over talking about my 
history, and they were saying ‘breastfed for three and a half years so she’s 
right with that’, so there was never any concerns I think from them so I didn’t 
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get any help, I guess, I didn’t need it.  I’m sure if I ever needed any, help then 
they would have been wonderful and helped me out …” 
Leah revealed that she had suffered Postnatal Depression because of the significant 
change a baby bought to her and her husband’s lives. 
“… I did have postnatal depression with Nate.  I don’t think that was related 
so much to breastfeeding; it was more that I’d left a full time job that I loved 
and found being at home by myself very isolating …” 
“… I think my husband also had postnatal depression, we both did, we were 
both so unprepared …” 
The demands of breastfeeding her first child provoked feelings of anger and loneliness 
as the realisation that the care of a baby would fall directly on her as the only parent able to 
breastfeed.  These feelings were reconciled as she began to understand that breastfeeding 
was not all about nutrition, but comfort too. 
“… so, breastfeeding had just become part of my life, and I’d become so much 
more accepting of what’s required …” 
“… it isn’t about the milk, it is about the comfort of mum so even if I left the 
milk he could be fed but he could still be hysterical because he wants me …” 
Leah’s story ended with the recognition that successful breastfeeding was ‘healing’ for 
her. 
“… it was very healing, it definitely was that way yer, yer and now I feel very 
successful at it …” 
Leah’s story demonstrates how a traumatic labour experience, resulting in caesarean 
section birth magnified her focus and determination to ensure breastfeeding success.  
Perceptions of a failed birth and feelings of inadequacy in the postnatal period further 
motivated her determination to be aware of, and actively avoid potential breastfeeding 
hazards.  Leah storied her personal endeavour to be a successful breastfeeding mother, and 
attributes her success to the exposure she had of breastfeeding in her family, her body’s 
ability to produce milk and feed her baby as nature intended, and her baby’s instinctual 
ability to breastfeed.  The positive affirmations she experienced in hospital and at mother’s 
group, the reassurance she received from her GP, and the encouragement of informal 
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supports she sought from well informed friends enabled her to persist through uncertain 
moments of a very successful breastfeeding experience. 
4.3.3 Ruth’s Narrative 
Ruth (pseudonym) is tertiary educated, married, and employed in the health industry.  
At the time of telling her story, she was in her mid-twenties, living in regional Western 
Australia and breastfeeding her first child at seven months of age.  Ruth and her husband 
were both breastfed as infants.  Though Ruth knew that her mother was breastfed as an 
infant, she only recalls witnessing friends breastfeeding.  Ruth had a normal pregnancy and 
birth at the local maternity unit without complications. 
Ruth began her story by relating how she made the decision to breastfeed.  After 
discovering she was pregnant, Ruth and her husband attended antenatal classes where infant 
feeding options were discussed.  It was this education, coupled with the fact that Ruth and 
her husband were both breasted as infants that contributed to her decision to breastfeed, if 
she was able. 
“… when we found out we were having a baby, we went to some of the 
antenatal classes they hold here at the hospital, I was breastfed as a baby, 
so was Jo (pseudonym) so we both initially thought that if I was lucky 
enough to be able to then that’s what we were going to do  …” 
Though Ruth acknowledged breastfeeding to be a normal part of pregnancy and birth, 
her narrative revealed a degree of doubt in the processes.  Ruth’s first exposure to support 
was early in her pregnancy when she attended the antenatal education classes, where she 
learned about the alternative feeding options if she found breastfeeding to be unsuccessful. 
“… then with the antenatal [class] with Rachel (pseudonym), yer, she went 
over a few different things (feeding options) though …” 
After the birth Ruth felt that breastfeeding for the first time was her reward for the long 
journey of pregnancy and birth. 
“… kind of a nice feeling [breastfeeding] after waiting so long to have her …” 
However, it was from this point that Ruth’s story quickly changed to focus on the 
nervousness and uncertainty she felt as she was left alone in her postnatal room.  Ruth 
struggled to help her baby latch to the breast creating great anxiety.  This was coupled with 
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the fact that the maternity unit was full, which meant that the midwifery staff had limited 
time to support her. 
“… after the birth we went back into the room [postnatal hospital room] and 
the initial getting her to latch was very difficult, the ward was very busy, I got 
the last room so the hospital was full at the time … I was getting nervous 
because I couldn’t get her to latch on properly and she didn’t seem interested 
in sucking …” 
Despite the initial anxiety Ruth experienced, she expressed her gratitude for the 
reassuring encouragement that the midwives offered and for teaching her the skills to hand 
express her breastmilk.  She explained that her anxiety would rise when she experienced 
difficulties, and she needed the midwives to show her a few more times before she felt 
confident.  In hindsight Ruth thought that she was discharged home with little knowledge of 
how to help her baby position and attach to the breast. 
“… we just hand expressed some colostrum to start with, one of the midwives 
showed me how to do it and I went from there overnight … initially it was ok 
I think, the midwife was there, but one or two o’clock in the morning the girls 
were really busy, I was trying to do it but I couldn’t do it, I was starting to get 
worried … the midwives came back in and just sought of helped me out a 
little bit, I was squeezing a little bit close to the nipple.  That was really 
helpful, once the girls showed me a few more times I felt much more 
confident …” 
“… she took a good two days before she latched on properly and because it 
was so busy I had a bit of trouble positioning her properly, and not like it’s any 
fault of anyone here but I kinda went home not really knowing how to attach  
baby to the breast.  It was really painful …” 
Ruth recalls that she left hospital on Good Friday and all usual community support 
services were closed for four days.  Ruth’s mother had come to help her, and they resorted 
to searching the internet for YouTube videos on breastfeeding for help and support. 
“… I was at home, my mum was up here, and mum was trying to help me, 
watching YouTube videos on how to do it …” 
“… It was just before Easter, I left on Good Friday so everything was shut for 
the next four days … it was a very unlucky time really …” 
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“… If mum wasn’t here I think I would have been very isolated …” 
As Ruth’s breastfeeding difficulties continued, she sought advice from the only Lactation 
Consultant (LC) in the town where she lived.  The Lactation Consultant was out of town during 
her initial contact, but she communicated with Ruth via text messages and she provided Ruth 
with links to useful websites such as the Australian Breastfeeding Association (ABA). 
“… eventually I went to Rachel who was the Lactation Consultant and I just 
got her to show me a few different positions on how to get her on (the breast) 
better … initially when I wanted to see Rachel she was away on holidays so 
she’s the only LC up here … so when she was away she was texting me a few 
different links to go and gave me some links to have a look at … there was the 
ABA and she sent me their phone number …” 
When the Lactation Consultant returned home from her Easter break, Ruth was able to 
meet with her and be shown different ways to position the baby for feeding.  This highlighted 
her own lack of knowledge and the ‘trial and error’ nature of her experience as she initiated 
breastfeeding. 
Ruth’s support network during this time also consisted of her husband.  Although he had 
no active role in the process of feeding, he was present and available, and in her state of 
distress Ruth reassured him that his support was most beneficial. 
“… he (husband) was very supportive, I was telling him he was doing a really 
good job even though I was crying …” 
Ruth’s increasing exhaustion, anxiety, distress and concern provoked thoughts that she 
may lose interest in continuing to breastfeed.  Ruth chose to discuss her concern with her 
support network, who she found to be reassuring and encouraging which motivated her to 
persist. 
“… I discussed my concerns with Mum and Rachel (Lactation Consultant), oh, 
probably Mum initially.  I said that I was worried that I wouldn’t be able to 
breastfeed … Mum said give her a little bit of time, very calming, and then 
Rachel was exactly the same …” 
“… I was worried that I was going to be not interested [in breastfeeding] 
because she couldn’t latch and could only drink colostrum out of a syringe …” 
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Ruth had given herself a predetermined time limit of two to three weeks for 
breastfeeding success, and though her experience was negative during that time, her ability 
to express a plentiful amount of milk demonstrated to her that the solution was to assist her 
baby to overcome her latching difficulties.  Ruth became determined to persevere. 
“…upset and a bit of frustrated, but never never was I going to put her on the 
bottle … I’d given myself a good two to three weeks to get it (breastfeeding) 
going … cos when I expressed there was no shortage of milk there, I had milk 
there, it was just her …” 
Ruth’s quest for breastfeeding success lead her to continue to seek advice from the 
Lactation Consultant (LC).  The LC spent time showing Ruth new and different positioning 
techniques that would allow Ruth’s nipples to heal.  Ruth also recognised that her physical 
healing (of her nipples) also allowed her to emotionally heal too. 
“… when I saw Rachel she taught me a couple of different holds … I felt a lot 
better, she [baby] started to sleep better … when I got her latched properly I 
could tell the difference in the way she would be sleeping much better, it 
wasn’t as painful, if [the baby] did pull off because the milk would still be 
flowing so she was getting what she needed …” 
“… I did that (the positioning Ruth learned) and let it (nipples) heal … I felt a 
lot better …” 
Though the Lactation Consultant directed her to several helpful websites, it was only the 
ABA that Ruth chose to view and take advice from.  Ruth revealed that she received the 
information she needed to correct her issues, so she didn’t feel the need to look elsewhere.  
Ruth did admit that she might consider looking further if her difficulties persisted.  It was in 
this thought that she shared her knowledge of other breastfeeding supports she did not need 
in the town. 
“… I basically just looked at the ABA one and that gave me the information I 
needed … she (Lactation Consultant) showed me a few different things … I felt 
like it was all ok after that so I did not need to go anywhere else [source help 
elsewhere]…” 
“… I know there is another clinic here at the Well Women’s but I didn’t end up 
going there.  It was my next step if I couldn’t get it (breastfeeding advice) to 
work …” 
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Ruth’s approach to reflecting on her difficulties did prompt her to consider the health 
system barriers to her access to initial support in the maternity unit.  Ruth felt that time poor 
maternity staff hindered her opportunity to learn and may have predisposed her to the 
difficulties she experienced.  Ruth also acknowledged the limited opportunities of 
professional support she referred to in her hospital experience and the only LC in her town.  
Ruth also questioned the effectiveness of the informal supports available, such as the 
Mother’s Group known as a Breastfeeding Clinic that she did not engage with. 
“…  I could have possibly done with a bit more help in the hospital … I’m sure 
if it wasn’t as busy as it was at that time I would have got that (support)…” 
“… I probably would have been worried if Rachel wasn’t here …  the support 
you can meet and see, not someone you can call on the phone but there’s not 
a lot of other services … the one LC, one clinic that I think goes for about 20 
minutes, it’s not really a clinic, it’s more of just a breastfeeding support 
group … I wouldn’t say its clinical knowledge …” 
Ruth also described that some of the advice from friends was inconsistent, and outdated 
and it made her feel overwhelmed.  Therefore, the gentle reassurance and encouragement 
from her mother that was reinforced by the only LC in town represented all the support she 
needed to overcome her difficulties. 
“… some of my older friends have older children … they were trying to help 
but their information was ten plus years … I felt there was a little bit of 
information overload, everyone’s got a different opinion of a different 
method, of a different matter …” 
Even as Ruth’s initial difficulties resolved, issues with blocked ducts and a fear of 
developing Mastitis led her to seek advice from the internet in the first instance.  When they 
did not resolve her issues, she sought guidance again from the LC.  Ruth described the pain of 
blocked ducts to be worse than the pains of birth. 
“… to try and unblock it, just the feeding hurt like no other, I felt like it was 
more painful than her actual birth, trying to get that to clear …” 
“… at about the three month mark I started to feel a few lumps forming in one 
of my breasts … I jumped on google, it comes up [with] it’s a blocked duct and 
obviously if not relieved they can turn into Mastitis … I was really worried 
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about that, so I rang Rachel and she sent me a few links from the ABA, and 
there is a couple of different things to try to release them …” 
Ruth’s experience of breastfeeding tells a story of persistence and learning.  It also 
illustrates how limited formal breastfeeding supports are in regional areas.  Ruth described 
feeling anxious and isolated as she began to breastfeed on a busy maternity unit with minimal 
guidance.  Despite an initial lack of belief in her ability to breastfeed, the feelings of reward 
she felt as Ruth breastfed for the first time motivated a personal determination, patience 
and persistence to understand the difficulties she was experiencing.  Ruth clearly articulated 
how her logical reasoning had informed her learning along the way, and she also 
acknowledged the importance of the supportive presence of her husband, the calming 
reassurance of her mother and the advice and guidance of the only LC in town.  Although 
Ruth described feeling isolated and uncertain in the beginning, the limited breastfeeding 
supports did not stop Ruth sourcing her own information that she later confirmed with an 
expert.  Consequently, Ruth never felt that she was without support during her difficult times 
and proudly declares that she “loves” and “enjoys” breastfeeding. 
4.3.4 Esther’s Narrative 
Esther (pseudonym) is a mother of three who is employed in education administration. 
Esther and her partner were breastfed as infants, and both are surrounded by family 
members and friends who breastfeed.  At the time of telling her story, Esther was in her early 
thirties and breastfeeding her third child at four weeks of age.  Esther breastfed her first baby 
for thirteen months, and her second for fourteen months.  Esther had three normal term 
births without complications. 
Esther began her story by relating her natural approach to birthing and breastfeeding.  
Esther acknowledged that the decision to breastfeed her children was not a conscious 
thought process, rather an innate instinctive choice.  Esther recalled that even though she 
was the youngest child in her family she did not recall witnessing family members or friends 
breastfeeding.  Esther explained that she “just knew breastfeeding was best for her baby” 
and never considered not breastfeeding her children. 
“… I guess it wasn’t even a thought … I just assumed I would do it 
(breastfeeding)… I grew up coming from that’s just what you do, so, it wasn’t 
like a decision to do it, it just was what your body did…” 
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“… I’m the youngest child in my family so it’s not like I saw my mum 
breastfeeding and we don’t really have any relatives around, so I don’t know, 
I must have seen it around somewhere but not consciously … I knew I had 
been breastfed as a baby and stuff, but it’s not a discussion I had with 
anyone …” 
“… no that’s just what’s best for baby … it (breastfeeding) was never a 
thought not to do it …” 
In response to a question relating to her breastfeeding experiences Esther admitted to 
vague memories breastfeeding her first child, but she felt that the midwives just assumed 
she had adequate breastfeeding knowledge and skills as she struggled to feed her second 
baby in the first few days.  Esther described feeling lost, recalling that the support was limited 
to brief hands on illustration of latch techniques, and attributing the baby’s behaviour simply 
to an effect of a precipitate birth. 
“… it was interesting the difference then … like the second child but the first 
tongue tie.  They (midwives) were like, ‘oh you’ll be right’, and no one kind of 
asked how I was going … no one really helped with any kind of feeding … it 
was like, ‘well he was a really quick birth’… she (midwife) didn’t really do 
much she just said ‘well you’ve done this before, you know’… I was expected 
to know what I was doing …” 
“… she (midwife) was like, ‘oh’, and help[ed] hands on.  It was helpful in the 
sense of, ‘like, grab it this way’…” 
“… I couldn’t get him to latch so she (midwife) was helping me, but at the 
same time I felt really frustrated and it felt like, ‘you know what you are doing, 
it’ll come back to you’… it’s all kinda new again and … my whole stay then no 
one really came and checked on me, second time mum, you’ve got this” 
Although Esther largely expressed confidence in her ability to breastfeed, she recalled 
the discomfort of sore nipples from the baby’s inability to latch correctly due to a tongue tie.  
During this time, she found the professional advice conflicting, with one suggesting that the 
tongue tie wouldn’t be an issue and then another suggesting that an intervention was 
needed. 
“… my second one who had tongue tie as well, at the hospital they were like, 
‘oh he’s got a tongue tie but it should be fine’, and then I struggled for two days 
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I guess and then the visiting midwife came out and I said it hurts a bit when he 
latches and then she looked at my nipple and said, ‘he’s tongue tied isn’t he?’… 
then I got him snipped, I think the next day and then [breastfeeding was] fine 
after that …” 
Esther continued to recount her breastfeeding experience with her second baby’s tongue 
tie, and recalled that she did not ask for help or support because she assumed that the pain 
and discomfort resulting from her cracked nipples were to be expected as part of the ‘normal 
discomforts’.  She recalled that the hospital midwives did not recognise her needs either, and 
it was only identified later by the home visiting midwife.  Esther was grateful for the attention 
and time the home visiting midwife gave her to problem solve the issue and seek a resolution. 
“… I couldn’t remember from the first time if it was painful or not, I think I just 
put up with the pain … admittedly I didn’t ask for any help as much as I could 
have because I just thought this is new, I’ve just got to get used to it again …” 
“… the visiting midwife was great and she’s the one that said, ‘with the tongue 
tie get that soughted your nipples are grazed’.  She was great with helping as 
well, with positioning and different things, I found the visiting midwife really 
good and willing to put in the time …” 
Esther acknowledged that she expected that the baby would latch independently and 
know what to do, because this was demonstrated in the video during her antenatal class.  
Recognising her own naivety Esther giggled, but proudly recalled that eventually they learned 
how to do it together. 
“… I remember thinking don’t they just attach … even the class that I went to, 
the way they showed the video where the baby just nuzzles down and just 
attaches and knows what to do, and you know what to do … not really 
[giggle]… then he started latching and we figured it out but that’s a bit of a 
blurr …”. 
Up until this point Esther’s story was dominated by accounts of her journey through 
breastfeeding difficulties, and the role the midwives played in her experience of those 
difficulties.  Esther now consciously considered the role of her friends, family and her husband 
in her experiences relating breastfeeding support. 
“... I probably spoke to one of my closer friends about it, just like how did you 
find it?  And she said that it took a while to find their groove, which is probably 
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what I say to my friends now, you know, ‘give it a couple of days, you’ll find 
your groove’… I don’t think I had any one to give me advise as such, but again 
I didn’t ask for it … it didn’t cross my mind … didn’t occur to me to ask …” 
“… I remember being in the hospital and my Dad was in the room and the 
midwife said, ‘you know you should try and feed’, and she was like, ‘oh’, then 
she was like, kind of sideways [looking]… like, ‘are you comfortable?’, and I 
was like, ‘Dad do you care?’.  He was like, ‘of course I don’t care’, (Esther) ‘well 
I don’t care if you don’t care’, you know, so like that’s normal for me, I don’t 
feel like I have to hide it or cover up, not around family and friends …” 
As Esther recalled the efforts of a midwife in ensuring her comfort to breastfeed in the 
presence of family, and her husband in providing her water and food as she breastfed their 
baby, it became clear that for Esther, her support network was found in those who helped 
create a supportive environment.  They were not necessarily directly involved in the process 
of breastfeeding. 
“… I didn’t feel like there was something he (husband) could do that he wasn’t 
already doing or that I needed anything more, he’d bring me my water when 
I needed it (laughing) and all that, fed me when I was feeding …” 
Thoughts shared of her current breastfeeding experience exposed a realisation that 
each breastfeeding experience was a new experience.  High personal expectations were 
revealed as Esther became frustrated with breastfeeding difficulties. 
“… I found it frustrating this time I think because I was like, I should be able to 
do this, you know, I’ve done it twice before, I put pressure on myself I think …” 
Increasing afterbirth pains caused anxiety that Esther knew would exacerbate her 
feeding difficulties.  Esther supported herself through this with positive self-talk and 
applauded the time spent by her midwives to provide the practical and emotional support 
she needed to persist. 
“… I had really bad after birth pains this time … I was really tense before each 
feed, I knew it was going to hurt so I found myself being really tense and I was 
like, I have to get out of that because that’s only going to make it worse …” 
“… I had really supportive midwives from the birth centre … best advice and 
help I’ve ever had.  One of them spent probably an hour with me when she 
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came to the house, showing me different holds, propping me up with pillows, 
you know trying to just help.  She helped me massage the lumps out of my 
boobs, she was great …” 
Breastfeeding support became a more targeted topic of conversation as Esther 
described her different breastfeeding experiences and realised the significant difference in 
the provision of support provided in the different models of maternity care she experienced.  
For Esther, breastfeeding support was best found in the continuity of care model.  This 
model of maternity care allowed her the time she needed to understand her needs with 
expert encouragement and guidance. 
“… I’ve had all three babies at different hospitals … I think that’s the real 
difference for me … because of that continuity of care, because of the way 
that model works, they have the time to do that, all of their appointments are 
an hour long … and you just chat about what you need to …” 
“… especially at (name of the hospital) I felt everything was rushed, from all 
the antenatal appointments everything after birth and everything, just rush, 
rush, rush …” 
Common to all three breastfeeding experiences was Esther’s relief that her difficulties 
were temporary, and her self-motivated confidence to source her own support through 
websites such as the Australian Breastfeeding Association. 
“… I looked on the Australian Breastfeeding Association website. I think I 
probably did for all three … I did consider joining them after my first one but 
then I didn’t get around to it and I think I just thought, well now I’ve got it 
down pat what am I going to do …” 
As Esther considered other sources of support but came back to the support provided 
by the continuity of care model. 
“… I looked there (ABA) and my midwife from the birth centre gave me 
some good resources as well.  I had the pump from the Breastfeeding 
Centre and then when I dropped that back even …  they asked if I was fine 
now?  Everything’s good?  Like they were really good at making sure I was 
set before [taking the pump from me…” 
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Being loaned an expressed breastmilk pump enabled a journey of self-discovery of how 
her body works.  As Esther shared these discoveries with her health care providers, a conscious 
confidence was created in her ability to make enough milk supply and breastfeed.  The 
availability of a Breastfeeding Clinic was additionally reassuring, and the value she placed on 
that service was evident in her narrative as she expressed pity toward this service only being 
accessible to women who birthed at that hospital.  This section of narrative reinforced her 
belief that the continuity of care model provided her the greatest service of support. 
“… it’s good to know again that I can go back to The Breastfeeding Centre if I 
do have any other issues …” 
“… but it’s good to know I can go back to the  (name of the breastfeeding 
clinic) if I do have any other issues.  I hadn’t even heard of that place before 
having this baby,  no one ever mentioned it because I didn’t have my baby 
there.   It is such a shame you can’t go there if you don’t have your baby at 
that hospital  …” 
With an upcoming six-week postpartum check by her GP, Esther shared her thoughts 
and expectations of that pending interaction.  Her thoughts and expectations suggested that 
GP support was restricted and variable as it was dependent on individual interest. 
“… I have my six weeks check coming up [with my GP]… I mean I’m sure she’ll 
ask how we are going … I had different GP’s (for the other children) than I 
have now, I think this one now will definitely ask, and I think she’s a lot better 
in that sense,  I think it is one of her interest areas where as I think the other 
GP’s I went to are just GP’s and just referred me to a hospital and that was 
fine for birth or whatever, yer I think they probably asked if it was going ok … 
I think just interested in doing the generic you know weigh the baby … are you 
breastfeeding or bottle feeding, and I would have said breastfeeding and then 
they’d go, and it’s all going fine?… I don’t think they probably asked how it 
went in the beginning or anything, but again, they are pushed for time aren’t 
they …” 
Esther’s story identified that the requirements for breastfeeding support and advice are 
necessary despite previous births and breastfeeding experience, because she recalled each 
one as a new and different experience. Esther’s support network promoted a comfortable 
breastfeeding environment, rather than being directly involved in the process of feeding, and 
it was in the continuity of maternity care model that she clearly articulated an appreciation 
for, and particularly the effectiveness of the individualised support. 
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“… especially like for me, I’ve had really rapid births and like I nearly had my 
second in the lift at (name of the hospital), and this time around too.  Yer,  the 
fact that my midwife knew me and we’d had that conversation …” 
For Esther, it was important that the support she received was from caregivers who were 
not time restricted and allowed her to focus on what was meaningful to her individual 
experience. 
4.3.5 Mary’s Narrative 
Mary (a pseudonym) is tertiary educated in the area of social services, married, and 
continuing her education.  At the time of telling her story, Mary was breastfeeding both her 
children.  Mary could not provide any information regarding her own, or family breastfeeding 
history, though she did share that her husband was breastfed as an infant.  Mary is well 
involved in the lay support of breastfeeding mothers, and therefore has friends who 
breastfeed their children.  Mary had normal pregnancies and planned home births.  Mary 
laboured at home, birthed her first child in the hospital, and her second child at home.  Both 
children were born post term without complication. 
Mary began her story by relating how she had spent many years trying to achieve a 
pregnancy. 
“… so Bill (pseudonym) and I have been trying to get pregnant for about five 
years.  We went to doctors and eventually … told to do IVF in order, because 
we weren’t going to get pregnant …” 
It was not until she made a conscious choice to stop trying to get pregnant and was 
distracted by the significant loss of her Grandmother that her long awaited for pregnancy 
became reality. 
“… like five years of trying every single month it was just too much, we needed 
a break and then my grandmother passed away so it was really super 
stressful.  At that time we ended up finding out that I was pregnant …” 
Pregnancy prompted initial choices for medicalised birth and early return to 
employment.  Mary did not mention any thoughts of her choice of infant feeding or 
breastfeeding.  At this point, motivated by the lack of a family of her own, Mary focused on 
her own research into parenting styles. 
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“… ‘’ well you are pregnant! So at that point, because I was working, we 
were; I was like, ‘OK!  will have a planned caesarean section, I might take 
three months off, work if I can; I’ll go back to work as soon as possible 
because I am going to be bored staying home with a child ’ …” 
“… I’m a research nerd and plus not having family of my own I started looking 
into types of parenting and authoritative parenting, and I’m like ‘oh, I don’t 
like authoritative parenting, well let’s look into this attachment parenting’.  I 
started looking into (attachment parenting) that …” 
Mary’s choice of parenting style changed her preference of health professional for 
pregnancy and birth support.  It was a cascade of decision making that led Mary to choose 
breastfeeding as her choice of infant feeding method. 
“… Oh the experts aren’t actually doctors in birth, they are midwives so I 
started looking into midwives and then I started looking.  Well maybe I do 
want a homebirth, and if that’s what I am going to do, then of course. Well if 
I’m going to do a homebirth I am going to be doing breastfeeding …” 
At this point, Mary’s narrative quickly changed to focus on how negative the experience 
of breastfeeding was for her.  Mary detailed the physical damage to her nipples she suffered, 
and the ineffectiveness of the formal support services she sought for assistance.  References 
to support now became more specific. 
“… she was born and breastfeeding was horrible, it took six months for me to 
get good at it which is on the long end of it, and I had stage 3 nipple damage 
so the nipple was actually coming away from the breast there was like a hole 
in it … I would pump and it would come out bright pink because there was so 
much blood …” 
“… I went to see Lactation Consultants but knowing what I know now they 
were old school Lactation Consultants … the midwives got me the Lactation 
Consultant that wasn’t the best and then when that didn’t work out they sent 
me to a Breastfeeding Clinic.  It was more medically kind of based so they had 
me to their office and like ‘sit in this chair’ and they put a stool underneath 
my feet and then like you know, how am I supposed to replicate this at home? 
Like I don’t understand how this is going to work …” 
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Mary storied a cascade of unfortunate events caused by her baby’s inability to latch 
adequately to the breast.  As Mary recounted these events, she also described the lack of 
helpful information given to her during this time. 
“… because she wasn’t latching properly, I had a dip in my supply and nobody 
really told me about donor milk so we ended up supplementing so that 
effected my supply even more … I was pumping all the time … I mean it’s like 
the whole snowball that I’m sure people see all the time …” 
Fortunately, scattered amongst this most unfortunate story were positive glimpses of 
support for Mary.  La Leche League meetings provided Mary with a community of like-minded 
women practicing attachment parenting.  However, the operational complexities of 
managing breastfeeding difficulties with motherhood made linking with support groups 
difficult. 
“… even getting on a bus, like I was packing six bags in order to go out.  It 
felt like I could really only go two blocks away, so it was a big thing …” 
When asked how that initial experience made her feel, Mary responded by recalling a 
time in the early hours of the morning when the baby was demanding a breastfeed, and she 
was sobbing because the pain was so great, she didn’t want to breastfeed. 
“… I remember being up with my husband in our bed at 4am sobbing, going 
‘the baby is hungry and I have to latch her but it hurts so much, I can’t do it … 
I have to do it but I hate it’ …” 
As Mary storied her journey through various formal services of breastfeeding support, 
it became clear that trust was an essential component of effective support for Mary.  Mary 
found some solution to her breastfeeding difficulties from a midwife she trusted.  The advice 
this midwife gave her enabled her to find a GP she trusted, and this initiated a narrative that 
focused on the specifics of effective breastfeeding support. 
“… my favourite midwife at home (homebirth midwives) Amanda 
(pseudonym) said, ‘so have you heard of Domperidone?’.  We connected 
really well, she was amazing, and I really trusted her …” 
“… she was very honest and upfront about stuff and if I asked her opinion, I 
knew it was her opinion not what she felt she had to say, which I trusted …” 
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“… I found a really good doctor. Like I understood that some women can’t 
come off of it (Domperidone) and it’s not a big deal I know, especially with a 
lot of doctors here they’re scared of using Domperidone, this doctor was up 
on all the studies …” 
Mary acknowledged that taking Domperidone increased her milk supply which enabled 
her to heal and learn how to recognise that her baby was feeding adequately.  This was useful 
and helpful support for Mary.  As Mary recalled her interaction with the Lactation Consultant 
she clearly articulated that for this service of support to be effective, it needed to teach her 
how to help her baby latch to the breast, rather than have the professionals do it for her. 
“… if I wasn’t on it (Domperidone) how do I know the baby is getting 
enough?  You can look at the baby and tell but it takes a while, we don’t 
have numbers on our boobs saying that your baby got three ounces …” 
“… her Lactation Consultant’s technique was very like, ‘take the baby and 
position the baby and get them attached to the breast’, not teaching me how 
to attach the baby to the breast.  She (Lactation Consultant) had me 
breastfeed for specific terms of time.  There was a couple of other things, like 
‘wait until your baby opens up wide and pop them on the breast’.  Stuff you 
don’t really teach … it was very old school …” 
“… then she literally would like grab my breast and push the baby’s mouth 
onto it …” 
Mary’s support network also, and most importantly included her husband.  Though her 
husband did not understand attachment parenting and the practices that supported this 
choice, he knew it was important to Mary.  Breastfeeding is part of attachment parenting, 
and despite Mary’s seemingly unbearable difficulties he supported her choice to continue 
breastfeeding. 
“… my husband was very supportive, very, very supportive …” 
“… breastfeeding and co-sleeping and attachment parenting, he was kind 
of scared of it because it’s not what he was used to, so he was like’ I don’t 
understand, if things are this horrible why are we doing this?’…” 
“… he’d (husband) say, ‘It’s obviously important to you so I’m going to 
support you’ …” 
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Mary’s support network enabled her breastfeeding success by supporting her chosen 
parenting style to which breastfeeding was an integral part. 
The La Leche League community that Mary was very familiar with in her home country 
was described at length and valued so highly that Mary became a leader and created her own 
community. 
“… back home it was the La Leche League, which was great because they all 
baby wear they all do baby led weaning, most of the leaders feed until they 
are six and then they do home schooling … I ended up becoming a leader 
myself, creating my own community that way …” 
Mary describes her first breastfeeding experience as “horrible”, and her second 
experience as “difficult but it was manageable”.  As Mary storied her learning journey, she 
clearly connected the significant influence her birth and parenting choices had on her 
breastfeeding success. Mary passionately believes that birth should be managed in the home.  
The hospital environment is described by Mary as a “pit of misinformation”. 
“… homebirths, get birth out of the hospital.  It is a pit of misinformation … 
everything that happens at births in hospitals derails breastfeeding, 
absolutely everything.  Women aren’t taught to trust themselves, or their 
births, they’re taught that they need to sacrifice their bodies in order to have 
their babies, that they aren’t the experts, the doctors are the experts  …” 
Mary passionately believes in the conditioning influence societal opinions, perceptions 
and preferences can have on a woman’s reality and their breastfeeding success. 
“… I feel that it is conditioning … when we talk to families about breastfeeding 
prenatally, I ask them to close your eyes and picture birth or I have them draw 
birth.  There is blood, screaming and all of this stuff, its dramatic.  When I 
attend a birth with a family its literally like a party, like I’ve actually never 
attended a birth that somebody isn’t laughing their face off and there’s 
pizza … yeah, that’s what birth is. Then when we talk about breastfeeding the 
conditioning, whenever you see it on TV it’s just like birth, it’s bloody, there’s 
screaming, the person’s hair is a mess … so  what we perceive, often has a 
grand impact on what is our reality …” 
“… then by the time we get to six months it’s less than 15% (breastfeeding 
rates)…” 
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Mary’s opinion of the negative influence the hospital environment provides pregnancy, 
birth and breastfeeding, and the justification of those beliefs dominated her narrative.  Mary 
believes there is a significant lack of health professional knowledge that hinders their ability to 
support women in a way that empowers them to believe in the natural process of pregnancy, 
birth and breastfeeding. 
“… the families I have worked with, right away, the health professional says, 
‘oh you have postnatal depression, stop breastfeeding’.  Actually, when you 
do that you cause more problems because you are not getting that increased 
oxytocin all the time …” 
“… I had a family come to me and ask, because their doctor wanted her to 
get off breastfeeding because it was a year, and I’m like ‘obviously he 
doesn’t know’ … so I have this client package that I give them and it has the 
World Health Organisation, Dr Jack Newman’s research … she went to the 
doctor and he read it, he said this is awesome …” 
“… they get a week and then they’re given the lowest dose and then they’re 
like, ‘well Domperidone didn’t work’, I’m like ‘OK, that’s mismanagement 
because why are you giving them medication that you know isn’t going to 
work because they are not on the right dose’ …” 
“… the information they are getting from child health is not mother friendly, 
not baby friendly and it not breastfeeding friendly, it’s a tonne of 
misinformation about breastfeeding …” 
Mary’s story shows her breastfeeding success to be initially influenced by her choice of 
parenting style.  Mary’s choice of parenting style influenced her choice of pregnancy and 
birth support, which in turn informed her choice to breastfeed.  As Mary described significant 
breastfeeding difficulties, and her considerable persistence through those difficulties, her 
narrative revealed the importance of knowledge to the success of breastfeeding.  Current, 
accurate knowledge is needed for those providing support.  Mary was a participant in her 
own support network.  Her knowledge was gained by her own commitment to research and 
learning by her own experiences.  Mary attributes a woman’s breastfeeding success to her 
choice to believe in her own ability to birth and breastfeed as nature intended. 
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4.3.6 Naomi’s Narrative 
Naomi (a pseudonym) is tertiary educated, married and self-employed in the 
entertainment industry.  At the time of telling her story, she was in her early thirties and 
breastfeeding her two and a half year old son with no intention of him self-weaning. Naomi’s 
family breastfeeding history only related to her mother being breastfed, and Naomi having 
been breastfed for six weeks.  Naomi had a normal pregnancy, and birthed post term without 
complications. 
Naomi began her story by recalling how witnessing her mother breastfeed her younger 
siblings made breastfeeding for her an in-built, instinctual and natural decision.  Naomi 
inherently believed her breastmilk would provide her baby the best start to life. 
“… I am very naturally minded so I guess there was never any question that I 
wouldn’t breastfeed.  My role model; my mum, she has five kids, I was fairly 
old when the youngest was born and she breast fed him … she breastfed him 
for 2 years so I guess I saw that and found that normal …” 
“… I was very naturally minded that I wanted to give my baby the best start 
to life … for me breastfeeding seemed like a no brainer.” 
Naomi did not research breastfeeding during her pregnancy, rather she admitted to an 
obsessive focus on researching the birthing process.  On reflection, Naomi recognised that 
the trust she had in her body’s ability to make milk to feed her baby is what enabled her to 
succeed. 
“… I probably didn’t research breastfeeding as much as I did birth. I obsessed 
over birth …” 
As Naomi began to recount her birth and postnatal experience, references to support 
became more specific and dominated her narrative.  Naomi proudly and confidently 
communicated her initial and continued success of breastfeeding from birth.  Naomi 
recounted her observation of the ‘breast crawl’ she had learned from her midwife in the 
antenatal period. 
“… no trouble breastfeeding … he was born and I had obviously read about 
the breast crawl and he just came up and he was breastfeeding …” 
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“… my midwife had told me already about the breast crawl that was going to 
happen and to just let the baby do that, so I knew that would happen …” 
Naomi’s support network consisted of her midwife, mother, and doula.  However, 
Naomi firmly believed that it was her confidence in her own ability to breastfeed was the key 
to her success. 
“… I think that maybe it’s to do with my confidence because I was kind of like, 
‘I can do this, I know that I can do this, I know that I am meant to do this’ …” 
Naomi felt that the presence of her support network, although they had no active 
involvement in the process of breastfeeding enabled her success by empowering her 
confidence through allowing her to breastfeed her baby. 
“… literally they (support network) didn’t really do much, they just kind of 
were there to support me and let it happen …” 
This led Naomi to reflect on the professional support she experienced during her short 
stay in the hospital.  Naomi stated confidently that for her, breastfeeding support was best 
found in the continuity of care model of maternity care.  Naomi valued her education by the 
one midwife, rather than a collection of many as was the experience of many others.  Naomi 
valued the positive reinforcement of her midwife and an attitude that believed in Naomi’s 
ability to birth and feed her baby. 
“… the biggest thing was the continuity of care, to have my midwife right 
through.  A lot of people tell me that, ‘this person told me this, this person 
told me that’, and they are so confused with what to believe …” 
“… I just had the same person telling me, ‘yeah you’re doing great’.  It 
was more the support of like, ‘yeah, you can do this’.  This belief in me …” 
Despite acknowledging the discomforts of initial engorgement and experiencing the 
baby blues, Naomi described breastfeeding as “very, very easy”.  The presence of her 
midwife, and her midwife’s willingness to let Naomi journey through the initial weeks of 
breastfeeding was empowering. 
“… it (breastfeeding) was just really, really easy … I guess you forget all the 
hard stuff like I had huge amounts of engorgement, I had so much milk.  I 
remember the third day my midwife was like, ‘you know you can get baby 
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blues on the third day’, and I was like, ‘no, I’m fine’.  I don’t know what you 
are talking about and then she left me and that night I was crying, and my 
milk had come in and my boobs hurt so much …” 
“… the thing was they (support network) didn’t really do much. They let me 
do it, they let me … like yeah the energy about it …” 
As Naomi negotiated the initial weeks of breastfeeding, her small support network made 
suggestions that conflicted with her beliefs regarding what was best for her baby.  Knowing 
the good intent of her support network, and her passionate desire to feed her baby breastmilk 
led her to educate those around her. 
“… I think my strong personality was there was no way I wasn’t going to 
breastfeed.  We definitely had arguments, even still today.  In the early days 
he (husband) really wanted to bottle feed him … I get why he wanted to do it 
but I was like I am not going to do that because this (breastfeeding) is best for 
him.  I had to educate him (husband)… he was supportive for sure but only 
because he had been educated by me and my midwife …” 
“… my mum was trying to get me to give him a dummy and I was like no, I 
don’t need a dummy because I am going to breastfeed, and that’s an 
interference.  Something so small like that, people will be putting this on their 
baby so they are not sucking on the nipple when they need to be …” 
Naomi did not see a need to seek support outside her established support network.  She 
had faith in her own ability to breastfeed and held strong views that seeking assistance from 
a Child Health Nurse or GP, for instance, could potentially be unsupportive and sabotage her 
ongoing efforts to succeed with breastfeeding.  Naomi placed her faith in her own ability to 
source her own answers through the Australian Breastfeeding Association (ABA) or trusted 
online communities of like-minded people such as the ‘Home Birth’ website or mother’s 
groups of like-minded women. 
“… I’m somebody that won’t go to a doctor, I’d rather just sought it out 
myself … I don’t go to doctors, I don’t trust them or their advice because often 
it’s pretty ***.  Especially with regards to breastfeeding because most of the 
GP’s aren’t trained in it …” 
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“… I don’t go to child health nurses … I’m not going to let them tell me I’m not 
doing the right thing because I know, I can see that he is healthy … there’s all 
these people doubting you and nobody empowering themselves …” 
“… these child health nurses are the worst.  My mum went to the child health 
nurse and they told her that ‘this baby is going to die if you don’t do 
something’.  My mum still believes it today that I had an undeveloped reflex 
muscle which I think might be a crock of ***, but who knows?” 
“… every other animal, watch them.  They don’t need a lactation 
consultant …” 
“… There’s a really good website which talks about how to unblock 
mastitis … resources online that were really good, and I guess online 
communities as well … I did go to the ABA briefly, it was the community 
that I was in, the home birth community, that is very supportive …” 
As Naomi reflected more on the lay support, she found in mothers’ groups during her 
breastfeeding journey, her narrative revealed moments of her own judgement of others, and 
the changing of her own opinion and preferences.  Naomi placed a great value on peer 
support and community help groups, suggesting that generally women are left to their own 
devices and are unsure where to go to for support and advice.  Naomi considered that each 
individual woman has a responsibility to find her own positive support network. 
“… I had gone to a Home Birth group and met up with some other 
breastfeeding mothers and seen them as role models.  I remember one lady 
feeding her five year old, and I’m going, ‘oh my God’, but now I’m still 
breastfeeding a two and half year old so maybe I’ll be going down that path, 
I don’t know …” 
“… I was on a home birth community, like a mums group, we could ask each 
other questions like peer to peer support because so many women I think are 
left at home by themselves after they come out and they don’t have anyone 
to ask and often their mothers didn’t breastfeed or they had trouble 
breastfeeding.  It’s about talking to people and getting in those 
communities …” 
Naomi emphatically attributes her ability to breastfeed successfully to her 
determination to succeed. 
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“… I think it was my determination to breastfeed in that there was just no way 
that formula was ever going to go into him, I just wouldn’t allow that …” 
Naomi strongly believed that breastfeeding success is found in every woman’s ability to 
believe in herself and actively sought the company of like-minded people. 
“… I didn’t allow myself to be surrounded with people who would tell me that 
that is what I could or would do.  I think a lot of people are like, you know you 
go into hospitals and they are giving you formula, or bags of like, ‘here’s a 
free sample’ …” 
Naomi found her breastfeeding success in knowing herself and trusting her own 
intuition. 
“… but if you just know yourself and trust in your own intuition … if you can 
make that baby, you can feed that baby …” 
When Naomi began to breastfeed, she recalled feeling awkward breastfeeding in public 
places.  She attributed this feeling to the social pressures placed on women to make the act 
of breastfeeding inconspicuous.  Determined to not let those feelings dominate her decision 
making, Naomi continued to breastfeed her baby when, and wherever it was necessary. 
“… I remember it being awkward breastfeeding … going out to shopping 
centres and your like squirting everywhere and being embarrassed and like 
getting your boobs out when you haven’t done it.  Now I don’t care … but it is 
definitely awkward and a learning curve because of the society that we live 
in.  Yeah, not openly anyway.  You sought of like go into the corner and do it.  
You just do it … continue …” 
As Naomi continued to reflect on her support network and what it was that enabled her 
breastfeeding success, she recognised that the year and a half she spent away from family 
may have been beneficial as this enabled her to parent as she wanted too, without a constant 
stream of advice and, or opinions.  Naomi consciously surrounded herself with people she 
knew would believe in her and her parenting practices. 
“… it’s trying not to surround yourself with people that don’t believe in you … 
my first 18 months were in Sydney, I didn’t even have my family around which 
was kind of good in one way because I got to make my own rules in the way 
that I wanted to breastfeed him.  In a way I wanted to parent him whereas if 
I have people telling me what to do all the time, it might have been different.  
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My mother in law would say annoying things … she’s a midwife and at least 
she was supportive of breastfeeding  …” 
As Naomi’s narrative began to end, she spoke very passionately of her belief that 
breastfeeding success was found in her belief that her body had the innate ability to 
breastfeed.  She reiterated that witnessing her mother breastfeed her siblings also 
contributed to her success and, and that being employed as a nanny prior to having her own 
children, contributed to her belief that she would one day make a very good mother. 
“… people aren’t surrounded by kids in general.  I say everyone should 
nanny.  I nannied, I had four younger brothers and I was surrounded by kids 
and again, I had no doubt that I would be a good mother …” 
“… it’s like anything in our society, we look outside ourselves for the answers 
when we know it’s (ability) with us … you do need to take responsibility for 
breastfeeding … trusting yourself …” 
Although Naomi stated that she felt like the only person who did not have troubles 
breastfeeding, she acknowledged challenging moments that were resolved as she took 
responsibility for her choice to breastfeed and looked within herself for the answers she 
needed. 
“… because I feel like I am the only person who really, that I know, that didn’t 
have trouble breast feeding …” 
“… it’s the individual person’s responsibility to surround themselves with the 
people that they know will support them if that’s what they want …” 
“… I think the biggest thing a midwife or a nurse can do is just have trust 
in that woman and tell them that you believe in them … you can do this; ‘I 
believe in you’.  ‘You’ve got this you know how to do it’ …” 
Naomi attributes her breastfeeding success to her choice to believe in her own ability to 
breastfeed and surround herself by like-minded people who would contribute positively to 
her.  Naomi’s experience of breastfeeding reinforced her fundamental truth that 
breastfeeding success is the woman’s responsibility.  A responsibility to believe in her body’s 
ability, and to choose to only accept only those around her that would encourage and 
empower her. 
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4.3.7 Martha’s Narrative 
Martha (a pseudonym) is tertiary educated, married, and self-employed in the area of 
financial services.  At the time of telling her story, she was in her mid-thirties and had 
breastfed both her children until they were 20 months old.  Martha and her husband were 
breastfed as infants, as were her three older sisters who all breastfed their own children.  
Martha’s first child was born at term with no complications and had an uneventful postnatal 
period.  Martha’s second child was also born at term without complication, though the 
postnatal period was complicated with a diagnosis of pyloric stenosis at three and half weeks. 
Martha began her story by recalling the ease of initiating breastfeeding after the birth 
of her first child, with only verbal guidance from her midwife. 
“… Ok. So, first child was small.  Straight away he was put on my stomach and 
he pretty much latched on straight away. Perfect story, easy …” 
Martha acknowledged that she had little need to actively learn about breastfeeding 
because she had grown up in a large family where she witnessed her sisters breastfeeding 
and understood the nutritional value of breastmilk from observations of formula fed lambs 
on the family farm. 
“… Mum breastfed all of us … I have three older sisters and a sister-in-law who 
had all had babies before and who had breastfed … I didn’t need to do my 
own research … had always planned to do it and for as long as possible …” 
“… I knew that it’s the best thing for the child … my background is also from a 
farm so I’ve seen lambs and calves where they have had to be bottle fed with 
supplements and its obviously different because the formula is quite different 
to humans but they are just not as strong and all that kind of thing …” 
Martha acknowledged that it had always been an inherent decision to breastfeed and 
had planned to return to work early in the perinatal period.  She also attributed her success 
of ongoing breastfeeding to the fact that she was fortunate to be able to work from home.  
Martha voiced that she felt supported by her husband and family in her endeavour to return 
to work whilst she was still breastfeeding, and admitted the irony of her own imposing 
judgements of others regarding breastfeeding and returning to work. 
“… had always planned to do it (breastfeed) and for as long as possible.  I am 
in a fortunate position where I work from home …” 
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“… I was working at home for the majority of the time … if I was out for the 
day then it wasn’t a problem, I had enough milk stored and my husband was 
fully supportive of that … but I still do that (judge) other people. I know it’s 
bad, but I still judge other people like that … I think it’s a societal thing 
because I think mums should be at home with the bubs … I still think ‘Oh you 
shouldn’t be going back to work yet; you should be breastfeeding you 
baby’ …” 
Martha’s initial narrative was dominated by her perception of how easy breastfeeding 
seemed to be for her. 
“… he latched on straight away and from there on in it was pretty 
easy …” 
Martha described how her baby breastfed with little help from her, and she 
acknowledged that she was reassured of her ability to breastfeed because of her breast’s 
physiological responses to her baby breastfeeding. 
“… so, he did all that very much by himself and I had a lot of milk because they 
(breasts) were huge.” 
Initially, Martha relied on her baby’s ability to breastfeed, and a little guidance from of 
her midwife, some reassurance from the hospital home visiting Lactation Consultants and 
the assistance of her sisters to negotiate the few hurdles of the early weeks. 
“… the midwife said you want to move him a bit closer …” 
“… they (midwife) encouraged it … child health was supportive … it was like 
just different help … also my sister is a midwife and she came up when he was 
a couple of days old and just continued with the assistance and the advice …” 
With no breastfeeding experience to draw on, Martha sought reassurance from both 
lay and professional support around her.  This help was useful, because she was intending 
to return to work and wanted to focus on ensuring an ample supply of breast milk, and to 
be confident that her baby would accept breastmilk from a bottle. 
“… from about three weeks old I started expressing because I was going back 
to work, I just wanted to get him onto the bottle early and he moved between 
bottle and breast pretty well …” 
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“… I did get the St John’s Lactation Consultants out in the first couple of weeks 
to make sure that it was all working and to try and get some techniques to try 
and drain the excess milk out of the lump up here … ” 
“… some of my glands go all the way up here (pointing to her auxilla)… by the 
time my milk came in that was the size of half a tennis ball … I had to have 
ultrasound therapy on that to try and reduce mastitis which luckily, I didn’t 
get …” 
It was only later that Martha’s perceptions of success were based on self-comparison 
with friends. 
“… but also, just talking to friends as time went on, like I still had to wear 
breast pads at twelve months because the let downs were big and I still wore 
a bra at night for twelve months where as other friends would like give me 
their left over breast pads cos I could use them …” 
Martha commented on the fact that there seemed to be an inherent belief that 
breastfeeding can hurt and that it is hard to learn.  Although Martha acknowledged that she 
experienced some pain and discomfort in the beginning she had expected some of the 
physical and emotional effects (hormonal changes) as a normal part of the process. 
“… I think I knew to expect the hormonal issues, and I knew to expect 
contractions when you are breastfeeding and all those soughts of things so 
it’s just a matter of going through, accepting that’s the norm and knowing 
it the norm and its ok … ok to just burst into tears …” 
Martha described her husband as “super supportive”.  Although Martha did not describe 
his role in detail, she assuredly communicated that her husband believed in breastfeeding 
and she trusted his sincere willingness to enable her to breastfeed successfully. 
“… super supportive (husband), absolutely … on a day to day basis but on an 
overall concept basis as well …” 
It was important for Martha to make breastfeeding an innate and normal part of her life 
as a mother. Martha acknowledged all those surrounding her were supportive.  Family, 
friends, work clients and the health professionals she sought reassurance from as they gave 
advice or allowed her the time and space, she needed to feed her baby or provide milk. 
“… whoever they were would give me the time and space …” 
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Whilst Martha conveyed positive perceptions of breastfeeding support as she learned 
to breastfeed her first “easy” child, her perceptions of support as she storied her experience 
of breastfeeding her second child were somewhat negative and frustrating. 
Martha recounted that she did not receive the same kind of breastfeeding support in 
the hospital for her second baby and recalled that she needed to be more persistent in asking 
for help. 
“… I don’t think I got the same support in the hospital.  Whether it was 
because they knew it was a second child … or it was just a different run 
of midwives … I don’t know but I really had to ask for help …” 
Martha recalled that one of the midwives helped her recognise that breastfeeding 
was a learned process and that this process starts again with each child. 
“… I remember one of the midwives coming in and going, ‘you’ve breastfed a 
toddler?’… I needed to teach him, I got that.  I got cracked nipples and the 
latching and all that sort of thing.  I had to be re-taught, so I had to re-learn 
that again, how to do all of that … when she said that I am like yeah …” 
From two weeks postpartum, Martha’s second baby began to develop persistent and 
severe vomiting, accompanied by worsening jaundice and inadequate weight gain.  Martha 
sought initial advice and support from her sister (midwife), her mother, and the services of 
the Australian Breastfeeding Association (ABA).  Dissatisfied with the advice of the ABA, 
Martha discussed the baby’s symptoms with her Child Health Nurse who also perceived a 
breastfeeding problem and referred her to a breastfeeding clinic for review.  Despite 
following all the breastfeeding advice, Martha was beginning to disagree that it was the 
breastfeeding causing the problem because her baby’s condition was worsening. 
“… I was trying to express off the full milk to give him and hindmilk, so he was 
getting that satisfaction and he was still vomiting …” 
Despite Martha’s perseverance with the breastfeeding advice it became clear to Martha 
that the breastfeeding was not the problem.  Martha struggled to engage the health 
professionals to look beyond the breastfeeding as a cause of the problem.  However, 
eventually Martha insisted on an investigation of the jaundice and her GP referred her to the 
children’s hospital for assessment, where pyloric stenosis was diagnosed, and corrective 
surgery was performed. 
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“… I went back to the doctor and he said I need a referral for his vomiting as 
opposed to the jaundice.  No, I need a referral for the jaundice as opposed to 
the vomiting and she asked if it was that bad. So, she rang (the children’s 
hospital) and we rushed off and he had his surgery the next day …” 
Hindsight highlighted Martha’s frustration and lack of understanding as to why a 
diagnosis of pyloric stenosis was not investigated earlier. 
“… I get it, it is a rare thing, the Pyloric Stenosis is rare but then when you talk 
to them (children’s hospital), one in five hundred babies have it.  They are 
doing the surgery at (children’s hospital) once a fortnight, once a week.  It’s 
not that rare …” 
Martha’s narrative clearly demonstrated her frustration in seeking support, and she 
openly questioned the persistence of the ABA who constantly proclaimed the ability of 
breastmilk to cure all.  Martha expressed her frustrations at not being heard as she described 
her baby’s situation to the health professionals who continued to play down her concerns in 
a condescending manner.  She was also judged as an over emotional mother. 
“… Australian Breastfeeding Association, I sought of didn’t follow up with them, 
but they just said, ‘just keep feeding him, just keep feeding him’.  ‘It will work 
out’.  But the child health nurse was quite condescending and saying, ‘you just 
need to feed him, all babies vomit, don’t worry about it, just feed him’.  I said 
‘he’s dehydrated, can’t you see?… I am feeding him.  I have a lot of milk, this is 
my second child, it’s not like the first one’.  And then she went, ‘it’s your second 
child, well if that’s the case’… and I’m like ‘for f … sake … sorry’. 
“… if this was my first child, you (child health nurse) would give me different 
advice because the child is still presenting with the same symptoms.  They 
basically just put me down as an over emotional mother.  Which I was, don’t 
get me wrong, I hadn’t slept.  I was breastfeeding and I was an emotional 
mum … I felt poorly.  And even the doctor, you know you are only there for five 
minutes or whatever and she only treated the symptoms but not the problem.  
If I hadn’t gone back on that Friday, he (the baby) wouldn’t be here …” 
In the telling of this story, Martha wanted to reiterate the importance of health 
professionals listening to a mother’s instinct and intuition. 
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“… I suppose what I would like to get out there is that there are things where 
you have to look further … frustrating … nine days for a newborn baby is too 
long to be getting help …” 
Martha’s narrative storied two contrasting breastfeeding support experiences. In telling 
her story, Martha shared her thoughts on the influence of social norms on the choice to 
breastfeed, and the potential harm from the delay in correctly diagnosing a mechanical 
physical issue, which was initially, and persistently passed off as a breastfeeding problem.  
Martha attributed her breastfeeding success to her exposure to breastfeeding as a girl and 
young woman, and the ongoing lay support of her husband, family, friends and clients. 
4.4 Narrative Themes 
This chapter reports on the findings from the stories of seven breastfeeding mothers’ 
experiences that exposed a complex journey associated with breastfeeding, and how they 
made meaning of their support experience during this time. The mothers’ experiences were 
examined for meaning in terms of interaction, continuity and situation: the three-
dimensional space narrative structure described by Clandinin and Connelly (2000).  Although 
these stories and breastfeeding experiences are unique, four common themes emerged to 
add to our understanding of breastfeeding support and what it meant for these mothers’ and 
their breastfeeding success.  Each theme is supported by sub-themes, and these are 
presented in Table 4.1. 
Table 4.1  
Themes and Sub-Themes 
Themes Subthemes 
Trusting in the “natural”  Focused on birthing and parenting 
Trusting breastfeeding to the ‘natural’ 
Navigating the complexity of the breastfeeding 
journey  
Experiencing breastfeeding challenges 
Losing trust 
Overcoming feeling overwhelmed 
Battling others’ assumptions  Expected to know 
Feeling judged 
Finding strength in supportive environments  Enabling learning 
Empowering networks 
 
This chapter will elaborate on the key themes and sub-themes outlined in Table 4.1. 
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4.4.1 Theme 1:  Trusting in the ‘Natural’ 
All participants expressed in one way or another a belief that their bodies could be 
trusted to lead them through what they considered to be biologically normal experiences of 
childbirth and breastfeeding.  Augmenting this belief, women actively sought information on 
birth and/or parenting during their pregnancy so they could make informed decisions about 
preferred models of care, and the types of support they might need.  However, breastfeeding 
was not intentionally researched due to an apparent innate belief that it would just happen 
as a consequence of their choice of birth or parenting style. 
The theme ‘trusting in the natural’ arose from two sub-themes identified from across all 
seven stories shared by the participants. The first sub-theme identified an initial focus only 
on planning for birthing and parenting, and the second pertained to an expectation that 
breastfeeding was a natural event that could be trusted to occur as a consequence of 
childbirth and parenting style. 
4.4.1.1 Sub-theme:  Focused on birthing and parenting 
Common to all the mothers’ narratives was the effort put into seeking information 
regarding birth and parenting.  All participants actively sought advice and support for the 
birthing journey that lay ahead of them.  For some, a focus on parenting style was included 
due to their own acknowledged lack of overt modelling experiences, or as a result of knowing 
that a particular style of parenting was to be their preference. 
“… I’ve been researching childbirth and having a baby for, like five years … 
(Rebekah)” 
“… I’m a research nerd and plus not having family of my own I started looking 
into it; I literally searched types of parenting … I started looking into 
attachment parenting and I discovered the experts aren’t actually doctors in 
birth, they are midwives, so I started looking into midwives and then I started 
thinking that maybe I do want a homebirth … (Mary)” 
“… I didn’t research breastfeeding as much as I did birth.  I obsessed over 
birth … (Naomi)” 
Despite the aim of the interviews being to seek mother’s experiences of breastfeeding 
support it was interesting that all the mothers wanted to initially focus on talking about how 
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important researching birth and parenting had been for them and that breastfeeding was not 
a subject any of the women interviewed sought information on specifically, until after birth. 
4.4.1.2 Sub-theme: Trusting breastfeeding to the ‘natural’ 
Breastfeeding was largely disclosed in the narratives as an innate expectation.  For most 
of the participants breastfeeding represented a cultural norm adopted as a result of covert 
modelling. 
“… I grew up coming from that’s (breastfeeding) just what you do … (Esther)” 
“… it (breastfeeding) wasn’t really a decision, it was just this is how you feed 
babies in my family … (Leah)” 
“… I’m from a large family.  My mum breastfed all of us … I have three older 
sisters and a sister-in-law who all had babies and breastfed … I didn’t need to 
do my own research … (Martha)” 
“… I was breastfed as a baby, and so was Jo so we both initially thought that 
if I was lucky enough to be able to (breastfeed) then that’s what we were 
going to do … (Ruth)” 
For others the choice to breastfeed came as a result of birthing and parenting style 
preference. 
“… if I’m going to do a homebirth well then I will be doing breastfeeding … 
(Mary)” 
Common to all was an expectation that breastfeeding was a biologically normal function 
of a woman’s body, and breastmilk was the best food, and therefore the best start to life 
they could give their baby. 
“… I knew I was completely capable; I trust the human body in the process of 
childbirth and breastfeeding … (Rebekah)” 
“… I was very naturally minded… I wanted to give my baby the best start to 
life, so for me, breastfeeding seemed like a no-brainer … (Naomi)” 
“… it wasn’t like a decision to do it (breastfeeding), it just was what your body 
does … (Esther)” 
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Consistent amongst all participants was a trust in breastfeeding as a ‘natural’ function 
of a woman’s body following pregnancy and birth, and their ability to recognise, and be 
encouraged by the normal changes and processes that evidenced lactation in both mother 
and baby. 
“… I just thought that it (breastfeeding) is something that my body does 
naturally … (Ruth)” 
... I knew to expect contractions when you are breastfeeding and all those 
sorts of things so it’s just a matter of going through, accepting that is the 
norm and knowing it’s the norm and it’s ok … (Martha)” 
“… I had a GP say to me, ‘look at him, he is ginormous.  Breastfeeding is driving 
his pooey nappies and he is meeting all his milestones’ … (Leah)” 
All the women who participated in this study to some degree trusted in their bodies 
‘natural’ ability to breastfeed.  Some more consciously than others, some more passionate 
in their beliefs than others. 
“… if I hadn’t been able to succeed for any reason I would have gone and got 
donated breastmilk, that’s how passionate I am about breastfeeding … 
(Rebekah)” 
“… I’ll give it (breastfeeding) a go and if it doesn’t work there are other 
options, I didn’t want to not try if it is something my body does  … (Ruth)”  
For one mother, it was not until her trust in her body to birth normally resulted in an 
emergency caesarean section, did she consider the potential for the ‘natural’ to be 
interrupted.  This mother’s birth experience therefore motivated a shift of focus and 
determination to ensure her ‘natural’ ability to breastfeed was not threatened. 
“… I’ve had trouble having vaginal births so … that made me determined to 
make it (breastfeeding) work … (Leah)” 
The trust all mother’s in this study had in their body to make milk, did also extend to 
their babies’ innate ability to breastfeed. 
“… Both boob and her body are perfectly designed to do what they need … 
(Rebekah)” 
Chapter 4.  Findings 
91 
“… it’s not just my anatomy or whatever, it’s both babies have to know what 
to do … (Leah)” 
“… the midwife said, ‘do you want to move him a bit closer?’, so he (baby) did 
it; all that very much by himself.  I didn’t have to do anything, I had lots of 
milk … (Martha)” 
Much of the focus in the mothers’ preparation during pregnancy was on approaches to 
birth and parenting revealing an inherent belief in the ‘natural’ ability of their body and their 
babies to breastfeed successfully. This assumption however was quickly challenged when the 
breastfeeding journey revealed itself to be complex and full of unanticipated hurdles. 
4.4.2 Theme 2: Navigating the complexity of the breastfeeding journey 
When mothers did begin to talk about their breastfeeding support experiences this was 
most frequently storied by all mothers in the context of how they navigated the complexity 
of their breastfeeding journeys and the challenges they encountered.  Challenges, and their 
effects on mothers, were experienced from initiation of lactation, with attachment and 
difficulties with poor milk supply, to later in lactation when breastfeeding was impacted by 
other common breastfeeding problems such as blocked ducts. 
How the participants experienced these challenges is reflected in the first sub-theme, 
with the next sub-theme; Losing Trust, illustrating a negative effect of those experiences.  The 
third sub-theme describes how the women came to overcome pregnancy, birth and 
breastfeeding challenges that sometimes threatened to overwhelm them. 
4.4.2.1 Sub-theme:  Experiencing breastfeeding challenges 
Stories of breastfeeding challenges dominated the narratives as the women were 
prompted to consider their own experience of breastfeeding support.  Although all the 
mothers expected to breastfeed, some women anticipated breastfeeding problems before 
birth, even if they didn't actively prepare for them. 
“… if it (breastfeeding) doesn’t work there are other options … (Ruth)” 
“… I knew it (breastfeeding) wasn’t going to be easy necessarily.  Some people 
find it very easy, but I knew not necessarily because there are so many 
variables, so I was prepared for whatever journey came …(Rebekah)” 
Chapter 4.  Findings 
92 
“… I would make it (breastfeeding) work no matter what barrier I was going 
to be up against … (Leah)” 
All women reported their first challenge as occurring at the time of birth as their babies 
attempted to latch to the breast. 
“… he was born and breastfeeding was horrible … (Mary)” 
“… from the very start she (baby) struggled … (Rebekah)” 
For some women this problem was overcome easily within a day or two. 
“… not even twenty-four hours and then he started latching and we figured it 
out … (Esther)” 
For others it was a long journey through nipple trauma, significant pain, and a reduced 
breastmilk supply. 
“… it (breastfeeding) took about six months for me to get good at it … I had 
stage three nipple damage, … because she wasn’t latching properly, I had a 
dip in my supply … I was pumping all the time, but pumping and bottle feeding 
and not actually having the baby on the breast … (Mary)” 
Despite having initially acknowledged there may be challenges with breastfeeding, 
mothers were surprised when their experience was not unfolding as it did in positive media 
and antenatal education portrayals. 
“… I remember thinking, ‘don’t they just attach?’.  Even in class that I went to, 
the way they showed the video where the baby just nuzzles down and just 
attaches and knows what to do, and you know what to do, … not really 
(giggling)… (Esther)” 
Being a second time breastfeeding Mum appeared to come with a passive acceptance 
that hindered their ability to recognise their need for help. 
“… I got cracked nipples … I had to be re-taught so I have relearned that again, 
how to do all that … (Martha)” 
“… I didn’t ask for help as much as I could have because I just thought this is 
new, I’ve just got to get used to it again … (Esther)” 
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Intuition and instinct did lead one mother to seek out help, but she found this process 
frustrating and difficult.  This mother’s breastfeeding journey began without issue until, at 
two weeks postpartum, she needed to seek advice regarding her baby’s vomiting.  Her 
mother, and sister who is a midwife, agreed something was wrong, but neither could provide 
any answers.  The health professionals from whom she sought advice disregarded her 
concerns by telling her that “all babies vomit”, or “just keep feeding him”.  The baby was 
suffering a potentially life-threatening disorder that took nine days, and several visits to 
various health professionals to diagnose. 
“… at two weeks he started vomiting a lot.  I had my sister who is a midwife, 
I had my mum, I rang the Breastfeeding Association.  We tried all sorts of 
things … I went to child health and they booked me in for a breastfeeding 
clinic.  Nine days later I went to the doctor, he thought his basic jaundice after 
birth came back … I went back to the doctor and said I need a referral for the 
jaundice as opposed to the vomiting … and we rushed off and he had his 
surgery the next day.  Frustrating … (Martha)” 
For another second time mother, the “sickly” look of her baby that breastfeeding 
jaundice caused made her doubt that her decision to breastfeeding was a good one.  These 
feelings remained even though breastfeeding jaundice did not harm the baby or the mother’s 
ability to successfully breastfeed. 
“… Miles (pseudonym) looked like a sick baby even though he was perfectly 
fine.  Miles looked orange and oh my God, I am doing this to you, and I’m 
choosing not to give you formula to get all the bilirubin out … (Leah)” 
As a consequence of the challenges and problems encountered the mothers’ 
breastfeeding journeys were often psychologically challenging as the mothers transitioned 
to parenthood amidst pain and uncertainty. 
“… I actually found this time really challenging … I just couldn’t remember, I 
felt like it was hard with him to kind of figure it out and the pain was the 
hardest and then I had really bad engorgement ... then once we found our 
pattern and our groove and he kind of started latching better and my nipples 
started healing … definitely more of a struggle this time … (Esther)” 
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4.4.2.2 Sub-theme:  Losing trust 
As mothers navigated their way through their various breastfeeding challenges, they 
reported receiving a range of inconsistent and inaccurate advice that precipitated a loss of 
trust in professional support. 
One mother experienced different healthcare professionals providing differing 
diagnoses: 
“… At the hospital they were like, ‘oh he’s got a tongue tie but it’s kinda 
not, should be fine’… the visiting midwife came out … and then she looked 
at my nipple and said, ‘he’s tongue tied isn’t he?’… (Esther)”  
Another found the differences in treatment a reflection of perceived mismanagement: 
“… I talk to families and I’m like, you need to (use Domperidone), and they’re 
like ‘Oh well he (GP) wants me to start taking it (Domperidone) and then 
increase it’.  They get a week and then they’re given the lowest does and then 
they’re like ‘Oh well Domperidone didn’t work’.  That’s mismanagement 
because why are you giving them medication that you know isn’t going to 
work because they are not on the right dose.  So why are they even bothering 
taking the medication in the first place.  They are not getting the right 
information from their doctors … (Mary)” 
Whilst another felt the support she had received actually resulted in harm: 
“… she called my backup midwife, and both are Lactation Consultants.  My 
backup midwife came over and I will never forget that day it was so 
horrendous.  She was here for three hours; she was so gentle and loving but 
we really needed to try and get her on the breast.  It was three hours of trying 
to get her on the breast and her (baby) just screaming, and it was horrendous 
like and I was so distressed.  After about three hours … she started getting 
breast aversion …(Rebekah)” 
As a consequence, there was a perception that the support they were receiving was not 
breastfeeding friendly. 
“… a lot of the families, I’d say fifty percent maybe higher than that, the 
information they are getting from child health is not mother friendly, not 
baby friendly and it not breastfeeding friendly … (Mary)” 
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Some reported such a distrust for some health professionals’ knowledge around 
breastfeeding from the outset that they chose not to engage with them.  One mother chose 
to persist and delay medical review despite the recommendation from her primary carer. 
“… midwife suggested that I consider going to the hospital and seeing another 
Lactation Consultant, ‘if she isn’t back to her birthweight by three weeks the 
Paeds will want to see you’.  I was just like - that isn’t happening cos I don’t 
like doctors or paeds or anything like that … (Rebekah)” 
“… I don’t go to doctors, I don’t trust them or their advice because often it’s 
pretty ***, especially with regards to breastfeeding because most of the GP’s 
aren’t trained in it … (Naomi)” 
“… everything that happens at births in hospitals derails breastfeeding, 
absolutely everything.  Women aren’t taught to trust themselves, or their 
births … (Mary)” 
Another mother lost trust, because  those she sought support from seemed unwilling to 
hear her or understand her concerns of vomiting, dehydration and jaundice at two weeks of 
age beyond that of common positing. 
“… Australian Breastfeeding Association I sought of didn’t follow up with 
because they were just more of ‘just keep feeding him’ … child health nurse 
was quite condescending and saying, ‘you just need to feed him, all babies 
vomit, don’t worry about it’. ‘I am feeding him!  I have lots of milk, this is my 
second child’ … and even the doctor, you know you are there for five minutes 
or whatever and she only treated the symptoms but not the problem … if I’d 
just listened to their advice and waited, he (baby) wouldn’t be here … 
(Martha)” 
Mistrust and anger in some mothers became clear in the narratives as a negative 
consequence of unhelpful health professional advice and management. 
4.4.2.3 Sub-theme: Overcoming being overwhelmed 
The breastfeeding difficulties the mothers experienced were often described by many 
of the women as physically and emotionally demanding, and at times overwhelming, 
particularly in the early days and weeks or when they had to navigate the complexities of 
their individual journey. 
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For first time mothers, breastfeeding began a transition to motherhood and the 
realisation of an immense life change and responsibility.  For one of the mothers who did not 
experience any physical breastfeeding difficulties per se, there were feelings of being 
trapped, alone, and angry because she felt the responsibility of breastfeeding was hers alone.  
Although these feelings were associated with a diagnosis of postnatal depression in this 
mother, the feeling of isolation was something commented on by many of the mothers. 
“… I was angry that all that care solely fell on me, and I couldn’t be just like 
‘Here Dad you take (baby) for a bit, give me some break’. It doesn’t work like 
that when you’re a breastfeeding mum. I did have postnatal depression … 
(Leah)” 
“… I remember thinking when she was two weeks old ‘I’ll never be able to 
leave the house because I’m just never going to be able to go anywhere’ … 
(Rebekah)” 
“… if my mum wasn’t here, I think I would have felt very isolated … (Ruth)” 
“… it’s so isolating having your first child … (Mary)” 
Receiving continual reassurance enabled these mothers to work toward overcoming the 
tremendous sense of responsibility and feelings of loneliness they often felt to find a sense of 
acceptance in the changes that occurred in their lives. 
“… I remember constantly feeling like my body wasn’t making enough milk.  
When you’re pumping and your baby’s needing to gain weight you are over 
stressing it all … I had to just keep reminding myself that my body is just 
perfect, keep having faith … (Rebekah)” 
“… I didn’t think I was getting much (breastmilk) when I pumped, and I 
mentioned this to one of the midwives or child health nurse or someone.  She 
was like, ‘how much are you getting?’ I said, 150mls, and she was like, ‘that’s 
heaps!’… and so I thought ‘Ok I’ve got good supply, I’m ok’ … (Esther)” 
“… so he (husband) was like  ‘I don’t understand, if things are this horrible why 
are we doing this?  It’s obviously important to you so I’m going to support 
you’ … (Mary)” 
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Sometimes, the physical and emotional toll of the breastfeeding difficulties provoked an 
intense internal battle that produced feelings of anxiety, inadequacy, doubt, and, for some 
rejection.  Significant pain and physical trauma also exacerbated the women’s sense of being 
overwhelmed. 
“… I remember the feeling of being completely overwhelmed.  Emotions of like 
her rejecting me … the idea of your newborn baby rejecting you is just 
something you could never describe to someone … (Rebekah)” 
“… I remember being up with my husband in our bed at 4am sobbing.  ‘The 
baby is hungry, and I have to latch her, but it hurts so much that I can’t do it, 
but I have to do it, but I hate it (breastfeeding)’… (Mary)” 
Submerged in motherhood, and the unexpected complexities of initiating 
breastfeeding prompted a need to persevere until breastfeeding success was 
achieved. 
“… we need to keep persevering … (Rebekah)” 
“… just that first couple of days, persistence is key … (Ruth)” 
An unrelenting determination to provide breastmilk, and a belief in their body’s ability 
to resolve the difficulties being experienced enabled the women to endure through the 
complex problems they faced and breastfeed successfully. 
“… I don’t ever intend on giving her a bottle so why would I do it when it was 
tough?  For me I was adamant … (Rebekah)” 
“… the exact same things that happened with Macie (pseudonym) happened 
with this one as well, so like low supply and everything but I knew what to do 
so I started supplementing and pumping and giving milk by syringe and 
started doing weight checks on my own and completely got over the hump … 
(Mary)” 
This self-belief was reinforced when the women could see their bodies responding in 
the way that was expected. 
“… my milk had now obviously come in … so now she (midwife) bought a little 
tube for us … (Rebekah)” 
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“… when I hand expressed there was no shortage of milk there.  I had milk 
there, it was just her … (Ruth)” 
Though each of the mothers revealed a range of complexities that at times threatened 
to overwhelm them in their transition to motherhood, all storied a sense of relief, 
accomplishment, and satisfaction when they were finally able to overcome their problems 
and feeling of being overwhelmed that sometimes accompanied them.  It was at this point 
they expressed a realisation of breastfeeding success. 
“… one day she just didn’t want the shield, ‘go boobs!’  I am just so proud to 
breastfeed … (Rebekah)” 
“… I feel very successful at it (breastfeeding), ‘I can do this, look at this!’… 
(Leah)” 
All participants storied a unique and complex breastfeeding journey.  Though their 
journeys described similar challenges, the path to resolving their difficulties was paved with 
inconsistent and inaccurate advice that precipitated a loss of trust in professional support, 
and negative feelings provoked by their situations that often threatened to overcome them.  
Common to all mothers was a determination to believe in breastfeeding and persist on their 
journey until breastfeeding success was achieved. 
4.4.3 Theme 3:  Battling others’ assumptions 
All the participants disclosed in some way how the expectations, opinions, and 
preferences of others were often the antithesis of the support they needed.  These 
conversations revealed a negativity that threatened to destabilise breastfeeding success by 
undermining the mother’s confidence and hindering the communication and relationship 
building needed for them to learn and problem solve through the early weeks of 
breastfeeding. 
This theme, Battling Other’s Assumptions was formed from two sub-themes.  The first 
was where an expectation by others was identified that mothers who had previously 
breastfed would know what they needed to do to successfully breastfeed; and a second sub-
theme that related to feelings of judgement created by the attitudes, opinions and 
preferences of others. 
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4.4.3.1 Sub-theme:  Expected to know 
Many of the mothers felt an expectation from their health professionals that they 
‘should know’ about breastfeeding.  This expectation was most noticeable in the narratives 
of the mothers who had breastfed previous children.  However, these mothers reported only 
either vague memories of their previous experience or encountered new challenges not 
previously experienced.  This, in addition to a paucity of attention from time poor healthcare 
providers left these mother’s feeling lost, and uncertain as they persisted to breastfeed with 
difficulties. 
“… they (midwives) were saying, ‘breastfed for three and a half years so she’s 
right with that’.  There was never any concerns I think from them, so I didn’t 
get any help … (Leah)” 
“… it was interesting the difference between them, thesecond child but the 
first with a tongue tie.  They (midwives) were like, ‘oh, you’ll be right’ (second 
baby), and no one kind of asked how I was going … I felt really rushed and it 
felt like, ‘you know what you are doing, it’ll come back to you’.  It’s been nearly 
three years since I breastfed, it’s all kinda new again … (Esther)” 
“… I don’t think I got the same support in the hospital (second baby).  Whether 
it was because they knew it was a second child and they needed to 
concentrate on the first-time mums … I don’t know but I really had to ask for 
help … (Martha)” 
Some mothers reflected on the expectation they felt from others ‘to know’ about 
breastfeeding, with one mother specifically commenting on it being part of a wider problem 
within society related to the expectations of women in general. 
“… there is so many other pressures on mums out there. Another thing I say a 
lot is we bring our girls up to be able to do anything, be anything. Go out there, 
manage people, manage, you know, be CEO’s and all that sort of stuff, and 
delay having children and that’s fine. That’s a choice that you make and all 
that sort of thing. But because they are like that, they are not around children. 
They are not around breastfeeding. And all of that. And all of their friends are 
leaving it till later in life and then all of a sudden, they get pregnant and they 
have no control over what is happening to their bodies and no control over a 
baby. And it really goes against how we have bought our children up, our girls 
up and they’re now ladies and we’re telling them to be super in control, to then 
turn around and say you have to let go of all that control and just kind of let 
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nature take a course, when you haven’t ever actually watched anybody do it … 
I think society needs to back off on mothers on a lot of things … (Martha)” 
4.4.3.2 Sub-theme:  Feeling judged 
All narratives storied the existence of judgement.  Some reflected more broadly on the 
judgements made about breastfeeding at a societal level, whilst others storied their own 
frustrating experience of being judged.  Such reflections led the mothers to openly 
recognised their own judgement of others and how, as a result, their own personal views 
changed along their breastfeeding journey. 
“… I knew there was a stigma both ways, stigma if you breastfeed, stigma if 
you formula feed … it is more important to me to (breast) feed my baby than 
someone else’s awkwardness … (Leah)” 
“… a friend of mine told me, ‘before you have the baby just buy a tin of 
formula just in case.  You’re not a failure if you don’t breastfeed’… (Naomi)”  
Judgement of others that mothers had made themselves ranged across both 
breastfeeding and parenting styles. 
“… I know it’s bad, but I still judge other people like that … I think it’s a 
societal thing because I think mums should be at home with their bubs … 
(Martha)” 
“… I did go to my local child health nurse group to meet the other women.  I 
thought I am not going to judge anyone; I am going to go and see what it’s 
like … then I stopped going and I started my own natural parenting group.  I 
went to home birth groups and things like that so again, it was about, it was 
the norm in my circle to breastfeed.  Nobody thought that it was weird that I 
was breastfeeding … (Naomi)” 
Interestingly, some mothers changed their breastfeeding choices and grew their 
understanding of others as a result of their own experiences of judging or being judged. 
“… I remember seeing one lady feeding her five year old and I’m going, 
‘Oh my God’, but now I’m still breastfeeding a two and a half year old so 
maybe I’ll be going down that path, I don’t know  … (Naomi)” 
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“… I think having now lots of friends, close friends go through it, I have 
seen lots of different things happen and I have a better understanding 
of why sometimes breastfeeding doesn’t work  … (Martha)” 
The judgement of health professionals attacked mothers self-efficacy and self-belief, 
and as a result, left them feeling put down, frustrated and patronised. 
“… the child health nurse was quite condescending and saying you just need 
to feed him, all babies vomit, don’t worry about it … they just basically put me 
down as an over emotional mother … frustrating …(Martha)” 
“… women aren’t taught to trust themselves or their births, they’re taught 
that they aren’t the experts; the doctors are the experts … (Mary)” 
For one mother who breastfed without problems from birth, the judgment imposed by 
a close friend initially provoked anger that later evolved into understanding and gratefulness 
for her own breastfeeding success. 
“… when I went back to work I had one bad comment from a co-worker who 
I absolutely love … we just kept missing each other … this other lady said, 
‘oh you probably haven’t seen Brooke because you’ve been too busy 
pumping’.  I was like, ‘no’, I didn’t really know what to say, I was angry but 
then I reflected on it, I knew the story of her two kids and she’s like mid-
fifties, nearly sixty and I knew she had formula fed both her two kids and I 
thought that maybe this was just her pain coming out rather than her just 
wanting to attack me … (Leah)” 
Judgement of other mothers was also reported as threatening confidence and 
breastfeeding success amidst breastfeeding difficulties. 
“… five friends who have given birth at the same time, three of their babies 
are on formula because they were told their babies aren’t gaining enough 
weight, which just makes me so sad … (Rebekah)” 
As with the previous sub-theme judgement was also experienced more generally as a 
result of societal attitudes. 
“… I’d put some posts up on Facebook – Happy World Breastfeeding Day.  We 
are so proud of our breastfeeding journey, I don’t know what I said, and then 
somebody that I knew from the city was like, ‘well, it’s all very well for you, 
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not every woman can breastfeed’, and shut me down.  Jenny put something 
really interesting up, she said ‘failure to breastfeed is not by the mother, it is 
the failure of the community to support her’ … (Naomi)” 
Conversely, the non-judgemental support of peers was attributed by the mothers in 
their narratives to enabling their breastfeeding success. 
“… just no judgement, even when I fed Nate (pseudonym) up to three and a 
half and there was no comment at least to my face nothing said …(Leah)” 
Judgement, expectations and perceptions of misinformation and mismanagement were 
overcome as the mothers sought support for breastfeeding success from trusted groups of 
like-minded people. 
4.4.4 Theme 4:  Finding strength in supportive environments 
Many of the participants attributed their breastfeeding success to individuals and 
groups of people they saw as believing in breastfeeding as they did.  Those mothers who 
experienced few issues with breastfeeding found the company of like-minded people 
encouraging and sustaining.  Those mothers who experienced difficulties attributed their 
success to those who encouraged, reassured and enabled them in practical ways so as they 
could focus their attention on breastfeeding and learning to overcome those challenges that 
threatened their breastfeeding success. 
Finding strength in supportive environments was formed from two sub-themes.  The 
first illustrates how the mothers were supported to learn to breastfeed, with the second sub-
theme, feeling empowered by supportive networks explaining the positive effect of that 
support. 
4.4.4.1 Sub-theme:  Enabling learning 
Initiating breastfeeding was largely reflected in the narratives as a learning process.  A 
learning process enabled by the type of support provided, and the woman’s inner resources 
that strongly intertwined a trust in their own body to function as it was designed, their 
determination to find help by either sourcing their own information or asking for help, and 
persevering with the advice given until they found success. 
For most of the participants learning began when their baby could not attach to the 
breast following birth.  Midwives assisted at this time by offering guidance and if attachment 
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difficulties persisted, then by demonstrating alternate ways to express milk so the mothers 
could feed their baby. 
“… maybe the midwife said, ‘do you want to move him a bit closer?’… 
(Martha)” 
“… I think maybe my mum was there to help me.  I remember the midwife 
who wasn’t my midwife helped me, like the hospital midwife … (Naomi)” 
“… I couldn’t get her to latch on properly and she didn’t seem interested in 
sucking. A couple of the midwives said, ‘you know maybe give her a couple of 
days and then she will be a little bit more interested’, so we just hand 
expressed some colostrum to start with and one of the midwives showed me 
how to do it (hand express) and I went from there … (Ruth)” 
“… she wasn’t feeding yet so she (midwife) said, ‘I am going to give you this 
syringe’, and she showed me how to hand express.  We hand expressed my 
colostrum and she (midwife) said, ‘keep trying to attach her to the breast; you 
are doing it perfectly’… (Rebekah)” 
The type of breastfeeding support that enabled learning varied widely amongst the 
women in the way it was implemented.  Most of the women needed to feel that the support 
provided was genuine in intent, some required practical hands-on assistance, whilst others 
preferred guidance. 
“… they (midwives) were always caring, and like very sensitive, even on the 
sixth day she would ask to touch my breast, she wouldn’t just assume … 
(Rebekah)” 
“… I saw Rachel (Lactation Consultant) and she taught me a couple of 
different holds to do with her (baby) so she wasn’t constantly on the same 
spot on the areola and I did that and let it heal, I felt a lot better … (Ruth)” 
“… the thing was they (midwife) didn’t really do much.  They let me do it, they 
let me … literally they didn’t really do much.  They just kind of were there to 
support me and let it happen … (Naomi)” 
One woman voiced her appreciation for the health professional’s discretion so as not to 
provoke undue anxiety and concern for their situation. 
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“… I know what she (midwife) was doing.  She never wanted to talk about it 
(breastfeeding problems) too much so that I became obsessive so she wanted 
to ensure that we were progressing, but not let me see that it was a little bit 
of a concern that she wasn’t feeding yet … (Rebekah)” 
“… when we would do our well-women checks I would be like, well we are co-
sleeping, and she’s (midwife) like ‘awesome, perfect, great choice for you 
guys’, she wouldn’t play you know, you’re not supposed to do that… (Mary)” 
Ensuring comfort, teaching skills like hand expressing, reinforcing those skills and 
introducing tools like nipple shields and supplementary feeding systems relieved the 
women’s anxiety and gave them the confidence to continue breastfeeding. 
“… I remember being in hospital and my Dad was in the room and the 
midwife was like, ‘oh you know you should try and feed’, and was kind of 
looked sideways looking like, ‘are you comfortable?’… (Esther)”  
“… I was trying to do it (hand express) but I couldn’t do it, I was starting to 
get a bit worried.  They (midwife) came back in and just sought of helped 
me out a little bit, they showed me how to place my hands a little bit better.  
I was squeezing a little bit close to the nipple.  That was really helpful, once 
the girls (midwives) showed me a few more times I felt much more 
confident … (Ruth)” 
“… we also tried the nipple shield.  My midwife bought a nipple shield… on 
day five we tried the nipple shield again as a last resort and she attached to 
it.  It was only for about five minutes, but it was the longest she had ever 
attached … (Rebekah)” 
For most of the mothers, a previous lack of learning about the process of lactation led 
to mothers accepting pain as normal and believing that learning anything new is challenging. 
“… I couldn’t remember from the first time if it (breastfeeding) was painful or 
not.  I think I just put up with the pain a bit to be honest and even probably 
this time as well because it’s all a haze … ‘A little bit of pinching pain is 
ok?’…(Esther)” 
“… Obviously it hurts and its painful and it’s hard to learn how to do 
it …(Martha)” 
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However, despite this persistence and determination seemed to be an important 
enabling component to their success. 
“… a lot of persistence, a lot of me putting my finger in her mouth to calm her 
down then trying to attach her (to the breast), then calming her down … rock 
her and then try her back on (the breast).  It was full on … it would take up to 
half an hour just getting her to attach, and eventually she would … (Rebekah)” 
“… I think it was my determination to breastfeed in that there was just no way 
that formula was ever to go into him … (Naomi)” 
Mothers with previous breastfeeding experience often had vague memories of their 
previous experience and high expectations of their breastfeeding ability.  These mothers 
struggled to understand why they were experiencing difficulties at all, and whilst this feeling 
was supported by some health professionals who also had an expectation the mothers would 
‘know what to do’, there were others who picked up on the mothers’ uncertainty and their 
individual needs. 
“… I found it frustrating this time I think because I should be able to do this, 
I’ve done it twice before … then the visiting midwife came out and I said, ‘it 
hurts a bit when he latches’… (Esther)” 
“… I remember one of the midwives coming in and going, ‘you’ve breastfed a 
toddler’, and I was like, ‘how do you know?’.  She (midwife) said, ‘because you 
are just leaving him there and he is not getting that’.  ‘You need to teach him 
how to suckle’… (Martha)” 
Support to learn in those first days and weeks of breastfeeding was found, or not found 
in the time health professionals provided mothers to guide, encourage and enable them the 
time to understand their difficulties. 
“… one of them (midwife) spent probably an hour with me when she came to 
the house showing me different holds, propping me up with pillows, trying to 
just help … that’s the real difference for me … they (midwives) have the time 
to do that … (Esther)” 
“… initially it was ok I think (learning to hand express) when the midwife was 
there.  But sought of one or two o’clock in the morning when it (hand 
expressing) wasn’t ok and the girls (midwives) were really busy … I was trying 
to do it but I couldn’t I was starting to get a bit worried … (Ruth)” 
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“… my friend (midwife) was working there at the time and she was a 
supervising midwife and so she made sure she as available to see me and she 
even took me to the nursery and sat with me while I breastfed and looked at 
the latch and she made little comments like, ‘oh maybe just see if he can open 
his mouth a little bit wider’… (Leah)” 
Whilst providing the support and materials to learn is one part of enabling learning, the 
other imperative part of the process was illustrated by the mother’s choice to support their 
own learning by seeking their own solutions. 
“… I know I can do this; I know that I am meant to do this, my body is built to do 
this.  I probably didn’t research breastfeeding as much as I did birth.  I’ve had 
blocked ducts for sure but then I’m somebody that won’t go to a doctor, I’d 
rather just sought it out myself.  There’s a really good website which talked about 
how to unblock mastitis … (Naomi)” 
“… I was home.  My mum was up here, and mum was trying to help me, watching 
YouTube videos on how to do it (breastfeeding)… (Ruth)” 
“… I looked on the Australian Breastfeeding Association website I think, I 
probably did for all three (children).  I know I definitely did this time … it might 
have been about tongue tie, or it might have even been about engorgement 
as well … (Esther)” 
Clear in the narratives was a trust the women held in themselves and their ability to 
overcome their difficulties and breastfeed successfully. 
“… I knew I was completely capable …(Rebekah)” 
“… he was born … he just came up and he was breastfeeding.  I think maybe 
my mum was there to help me.  I remember the midwife who wasn’t my 
midwife helped me … I also think that maybe it’s to do with my confidence 
because I was kind of like, ‘I know I can do this; I know that I am meant to do 
this’ … (Naomi)” 
It was in the stories the women told of the problems they faced that references of 
breastfeeding support illustrated the integral relationship between different types of 
breastfeeding support, and the determination and motivation of the women to engage with 
the support provided to achieve breastfeeding success. 
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4.4.4.2 Sub-theme:  Empowering networks 
All participants expressed the importance of positive interactions with a network of 
supportive partners, family, and friends.  These interactions included community supports 
such as mother’s groups, and the online or telephone contact with organisations such as the 
Australian Breastfeeding Association. 
Every mother praised the physical and emotional support provided by their partners.  
Although not all partners were actively involved with the process of breastfeeding as others, 
all mothers perceived their partners to provide unconditional support even if they did not 
themselves understand the difficulties experienced at the time. 
“… my boobs were sore from hand expressing, my husband was actually doing 
it because I was finding it too hard … (Rebekah)” 
“… he felt very helpless but still he was very supportive you know … (Ruth)” 
“… (I have) no family, (husband) was very supportive, very, very supportive … 
(Mary)” 
“… in a supportive way, not like I didn’t feel like there was something he could 
do that he wasn’t doing or that I needed anything more.  He’d bring me water 
when I needed it and all that.  Fed me when I was breastfeeding … (Esther)” 
Many of the mothers storied the value of being surrounded by others who were 
encouraging, believed in their ability to breastfeed, and who provided support in any 
practical way that enabled breastfeeding. 
“… incredibly supportive (mothers’ group) of everything I do …(Leah)” 
“… if I lived somewhere else, I would have invested the money for a 
postpartum doula to come and stay and do what Mum did … (Rebekah)” 
For one self-employed mother, who needed to return to work early in the postpartum 
period, empowerment was gained from clients who were willing to give her the time she 
needed to breastfeed her baby or express her breastmilk when necessary. 
“… everyone was supportive all the way through.  Friends and clients because 
obviously at times I would have to pop out and express when I was with 
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people.  Whoever they were would give me the time and the space … 
(Martha)” 
For one mother, this supportive group was deliberately chosen by her prior to birth 
and did not change in the postpartum despite significant breastfeeding difficulties. 
“… I do not need another person coming into my circle ... (Rebekah)” 
Most of the mothers spoke of the value of being surrounded with only positive, and like-
minded people who were unconditionally encouraging of individual choice.  This 
environment also enabled the women to learn from each other as they shared their own 
breastfeeding experiences. 
“… I didn’t allow myself to be surrounded with people who would tell me that 
this is what I could or would do … and you make sure you surround yourself 
with the right people … (Naomi)” 
“… very supportive (mother’s group) I must admit … I feel like I have an 
obligation now to pass on to others what I have learnt … (Leah)” 
The importance of how a support person can n egatively influence self-
efficacy was illustrated by two of the participants who talked about how 
comments made by their own mothers challenged their self -belief and 
confidence. 
“… my mum was trying to get me to give him a dummy and I was like no, I 
don’t need a dummy because I am going to breastfeed, and that’s an 
interference. Something so small like that and people will be putting this on 
their baby, so they are not sucking on the nipple when they need to be … 
(Naomi)” 
“… my mother-in-law was like, ‘how much does she weigh?’.  I was like, I don’t 
know I haven’t weighed her since she was six weeks old, and she was like, ‘so 
you don’t know what percentile she is in?’.  I was like, ‘tell me what that would 
do?  How would that help me? What does that number mean for me? Does it 
mean I can go to my mother’s group?’ It takes away from the woman’s faith 
in themselves because it makes them obsessive over numbers and it brings 
doubt … (Rebekah)” 
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To protect against such self-perceived challenges, some women actively chose to limit 
support to ‘a trusted’ few who they knew would believe in them and what they believe in 
and support their breastfeeding journey. 
“… a lot of people tell me that, this person told me this, this person told me 
that, and they are so confused with what to believe. I just had the same person 
telling me, ‘yeah, you’re doing great’.  It was more the support of like, ‘yeah, 
of course you’ll do it, why wouldn’t you do it?’… (Naomi)” 
“… group of women who are all like-minded, all breastfeed and conscious of 
what they eat.  Natural parenting, a beautiful group of women.  The first 
time I went she (baby) was eight weeks old and she was quite a fractious 
little bub so she wouldn’t let me put her down.  Probably a lot to do with the 
breastfeeding.  Having that connection from the start, I go once a week now 
and it’s amazing … (Rebekah)” 
The motivated and determined mothers who participated in this study found strength 
in the supportive environments they created as they sought and engaged in the type of 
breastfeeding support, they found meaningful. 
4.5 Summary of findings 
This chapter has presented participants’ reconstructed narratives as prose using the 
voice of the participant following member-checking for understanding and accuracy.  
Interpretation of data acknowledged the impact of the women’s previous experiences, the 
life circumstances of their present situation and the effect societal views may have had on 
their narrative (Hardy, Gregory & Ramjeet, 2009; Hunter, 2010).  A three stage analysis was 
used to discover similarities and differences of the service of ‘support’ these women 
experienced as they learnt to breastfeed. Interpretive thematic analysis revealed four 
themes: ‘trusting in the natural’, ‘navigating the complexity of the breastfeeding journey’, 
‘battling others’ assumptions’, and ‘finding strength in supportive environments’. 
The first theme ‘trusting in the natural’ emerged from the two sub-themes ‘focused on 
birthing and parenting’ and ‘trusting breastfeeding to the natural’.  This theme identified a 
belief the mothers held in their biological ability to birth and breastfeed.  This belief then 
extended as an expectation that their babies would be born knowing how to breastfeed, and 
motivated the mothers focus more on educating themselves during pregnancy of childbirth 
and/or parenting with the aim of making informed decisions about preferred models of 
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maternity care, and the types of support they might need in the postpartum.  Interestingly, 
breastfeeding was not a subject on which the mothers felt they needed information.  Rather, 
expecting that breastfeeding would simply happen because of their choices. Though this 
assumption for most of the mothers was soon challenged when the breastfeeding journey 
revealed itself to be complex and full of unexpected difficulties, the belief and trust they held 
in breastfeeding as a biological certainty augmented a personal motivation to continue 
breastfeeding despite the challenges they were facing. 
The second theme ‘navigating the complexities of the breastfeeding journey’ was 
developed from the sub-themes ‘experiencing breastfeeding challenges’, ‘losing trust’, and 
‘overcoming feeling overwhelmed’.  Breastfeeding support experiences were predominately 
storied in the context of how the mothers handled the challenges of their breastfeeding 
journeys.  Though breastfeeding challenges differed between the mothers, difficulties were 
experienced by all in one way or another from initiation of lactation to six months 
postpartum. All mothers who participated in this study, intended to breastfeed and 
regardless of parity, survived the challenges with a personal motivation that drove them to 
seek their own information, advice, and persist to problem solve until successful 
breastfeeding became a reality. 
The breastfeeding support sought by the motivated mothers who participated in this 
study was not always described in positive or helpful ways.  Surgical delivery, and health 
service practices that hindered breastfeeding support through time pressures, staffing 
inadequacies and unhelpful health professional advice and management revealed an array 
of negative emotion that threatened to compromise maternal confidence.  However, 
coinciding with these events were other factors the mothers saw to augment their 
breastfeeding success such as their recognition of the unconditional support of their 
partners, and their enduring belief in their own capability to breastfeed. 
The third theme ‘battling others’ assumptions’ reflects the two sub-themes, ‘expected 
to know’ and ‘feeling judged’ from which it was created.  All mothers in their unique way 
acknowledged how the expectations, opinions, and preferences of others was often not the 
kind of support they needed. These interactions revealed a negativity that threatened to 
destabilise breastfeeding success by undermining maternal confidence and hindering the 
communications and relationship building needed for them to learn and problem solve 
through the most vulnerable early weeks of breastfeeding. Many of the mothers, particularly 
those who had breastfed previous children felt an expectation from time poor healthcare 
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providers that they ‘should know’ how to breastfeed. This left those mothers feeling lost, and 
uncertain with vague memories of previous experience as they persisted to breastfeed, and 
face challenges not previously encountered. 
The existence of judgement, created by the attitudes, opinions and preferences of 
others was common to all mothers breastfeeding experience.  Some reflected on judgement 
as being a part of a wider problem within society that is related to the expectations of women 
in general, whilst others storied their own frustrating experience of being judged, and judging 
others.  Such reflections of judging others led those mothers to openly acknowledge an 
understanding of the negative impact judgement places on confidence and self-belief and in 
different ways changed their own personal views as a result.  Judgement, expectations and 
perceptions of misinformation and mismanagement were overcome as the mothers sought 
support for breastfeeding success from trusted groups of like-minded people. 
The fourth theme ‘finding strength in supportive environments’ was derived from two 
sub-themes ‘enabling learning’ and ‘empowering networks’.  These two interdependent sub-
themes illustrated how support and positive breastfeeding experiences were found in 
environments that provided the encouragement and reassurance they needed to learn to 
breastfeed.  A clear illustration of breastfeeding success was found in the integral 
relationship between different types of breastfeeding support, and the determination and 
motivation of the women to engage with the support provided. 
All mothers regardless of the degree of breastfeeding difficulty experienced attributed 
their success to those who encouraged, reassured and enabled them in meaningful ways so 
as they could focus their attention on breastfeeding.  The motivated and determined 
mothers who participated in this study found strength in and recognised the importance of 
the positive interactions found in the supportive environments they created among people 
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5.1 Introduction 
Breastfeeding offers many lifelong health advantages for both the mother and infant, as 
well as associated economic benefits that accrue and promote healthcare sustainability.  
However, breastfeeding data suggest that in Australia these benefits may not be being 
realised as duration rates fall well below international targets from early in the postpartum 
period.  Although there is literature examining breastfeeding support and the factors 
influencing women’s experiences of that support, this study approach took the view that a 
more nuanced understanding of support experiences might be gained by using women’s 
narratives to further inform the delivery of support practices across the continuum of 
maternity care. 
This study explored what women’s experiences of breastfeeding support ‘meant’ to 
them and their breastfeeding success as they established breastfeeding. The research 
questions guiding this study were: 
1. What can mother’s stories tell us about how they perceive, interact with and respond 
to the breastfeeding support available to them whilst establishing breastfeeding? 
2. How can knowledge gained from these stories inform those providing specific types of 
formalised support offered during this period? 
Narrative Inquiry was used to examine the stories of seven women’s ‘lived experiences’ 
of support whilst learning to breastfeed.  Data from the interviews and the retold narratives 
were explored using thematic analysis, revealing rich information on the types of support 
with which they interacted, how helpful the mothers found the support, and how that 
support might be improved.  The mothers’ narratives and the themes that emerged from the 
interview data included ‘trusting in the natural’, ‘navigating the complexity of the 
breastfeeding journey’, ‘battling others’ assumptions’, and ‘finding strength in supportive 
environments’.  These experiences are discussed in relation to the existing literature in this 
chapter. 
The study sample was relatively homogenous with participants predominately tertiary 
educated and employed prior to the births of their children.  At the time of the interviews only 
those mothers who were self-employed were working; the others were on paid maternity 
leave, and not all held an intention to return to the workforce in the foreseeable future.  Prior 
to birth all participants held a belief they would breastfeed and did go on to successfully 
breastfed despite experiencing one or more of the difficulties the literature reports as often 
Chapter 5.  Discussion and Conclusion 
115 
contributing to early breastfeeding cessation.  All attributed their success to the 
encouragement and reassurance they experienced and those who enabled them to focus their 
attention on seeking information and implementing strategies that assisted in resolving their 
breastfeeding difficulties.  These supports can be described as those provided through formal 
organisational and peer support structures, family and friend support networks, and available 
information. 
5.2 Formal breastfeeding supports 
A range of formal supports were identified by the participants within the context of care 
received under models of care designed to promote global breastfeeding recommendations.  
These experiences mainly related to the way in which individual health professionals provide 
support across the continuum of the mothers’ journeys.  All the mothers who participated in 
this study birthed under models of maternity care supporting the Baby Friendly Health 
Initiative (BFHI) recommendations (Department of Health, Western Australia, 2014).  The BFHI 
program is found in many reviews and reports to be beneficial for supporting breastfeeding 
and increasing rates of exclusivity and duration (Munn, Newman, Mueller, Phillips & Taylor, 
2016).  Two of the most widely adopted supports and successful BFHI strategies associated 
with a longer duration of breastfeeding involve encouraging babies to breastfeed within the 
first hour of birth, and to demand breastfeed thereafter.  Support to achieve this was 
evidenced in mothers’ stories in the current study where intrapartum care providers enabled 
them to have immediate and continued skin to skin contact with their babies, and guided the 
mothers as they assisted their babies to attach to the breast and breastfeed after birth.  
However, thereafter, postnatal support in establishing breastfeeding was reported as 
revealing system pressures such as staff shortages resulting in time constraints that hindered 
the emotional and practical support mothers felt they needed at this time.  These constraints, 
in addition to conflicting advice reported by the mothers, resulted in them recounting 
disparities in care and support that they found frustrating and unsupportive. 
As unexpected breastfeeding difficulties began to emerge in the mothers’ stories, a 
consensus regarding their unmet need for guidance and information led to feelings of 
isolation and uncertainty that impacted maternal confidence.  These findings indicate 
support deficits in the care being provided by health professionals and is relevant to other 
research that found professional knowledge and skill to be important elements of effective 
breastfeeding support (Hauck, Fenwick, Dhaliwal, Butt & Schmied, 2011).  The 
inconsistencies in information and support reported in the current study may reflect the 
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health professionals’ level of education and subsequently negatively impact their 
commitment to the BFHI Ten Steps to Successful Breastfeeding, as was found to have 
occurred in a study by Cunningham, Doyle and Bowden’s (2018).  Importantly, all mothers in 
this current study acknowledged that breastfeeding support was most effective when one or 
two knowledgeable and skilled care givers afforded the time necessary to provide the 
individual guidance and information needed.  This finding supports Ryan, Team and 
Alexander’s (2017) qualitative study exploring the role of agency in breastfeeding initiation, 
and continuation.  The mothers in this current study viewed their experience of contradictory 
advice and information from health professionals as a consequence of the lack of continuity 
of care that undermined their sense of confidence and ability to learn to breastfeed. 
The proportion of mothers experiencing breastfeeding difficulties in this sample is 
reflected in findings from other studies with the most common difficulties being attachment 
issues, nipple pain and trauma, and low supply (Newby & Davis, 2016).  When the mothers’ 
difficulties did not resolve unaided the majority sought professional support from private 
Lactation Consultants, or support groups organised by trained peer support organisations 
following discharge from hospital.  Although literature reports that cessation of 
breastfeeding is associated with breastfeeding problems that include attachment difficulties 
and nipple damage, this small sample in the current study persevered and succeeded in 
breastfeeding despite some significant difficulties, which in some cases took up to six months 
to resolve.  One factor in the mothers’ successes that became apparent in their stories was 
their strong drive to succeed. This drive was reflected in their health support-seeking 
behaviours that included their early engagement with health professionals to seek advice 
and make the necessary adjustments to their breastfeeding practices to promote success.  
This suggests that for these mothers the effectiveness of formal breastfeeding support was 
dependent on them actively seeking assistance from the system.  This supports other 
research identifying that active participation with available services enables effective and 
efficient support provision (Poortaghi et al., 2015), but may indicate an issue for those 
mothers without the resources to actively seek support.  However, even for the mothers in 
the current study, when they did receive support their experiences were not always positive. 
There were a range of experiences in relation to the support received with some mothers 
reporting interactions with health professionals that exacerbated negative emotions of doubt 
and frustration, which threatened their breastfeeding confidence to succeed.  Alternatively, 
other mothers valued the supportive interactions they experienced when health professionals 
were able to recognise their feelings of uncertainty, and provide the time needed to guide and 
Chapter 5.  Discussion and Conclusion 
117 
encourage them through their journey of initiating breastfeed.  This observation is consistent 
with research that reports health professional advice and support to be both beneficial and 
damaging to breastfeeding continuation, dependent on how the support is provided (Burns 
et al, 2013; Hauck et al , 2011; Powell et al., 2014).  It also indicates the impact health 
professionals have in assisting to prevent and overcome early breastfeeding problems that 
can lead to breastfeeding cessation (Cox, Giglia & Binns, 2017; Hauck et al., 2011; Teich, 
Barnett & Bonuck, 2014; Whelan & Kearney, 2015).  Despite the mothers reported mixed 
experiences of health professional support, each mother’s innate belief in her biological ability 
to breastfeed augmented a personal motivation to seek informational support and continue 
breastfeeding.  From the accounts of the mothers who sought health professional support and 
advice in this study, it suggests that professional support that is timely, individualised, 
consistent, and evidence-based is most likely to contribute positively to increasing 
breastfeeding prevalence. 
5.3 Supportive networks 
In addition to health professional support and advice, various breastfeeding difficulties 
caused this small sample of motivated mothers to seek breastfeeding information from 
structured peer support organisations such as the Australian Breastfeeding Association and 
the La Leche League, as well as from more informal supports such as online forums and family 
and friends.  The positive interactions experienced by the mothers within these groups and 
forums empowered learning in a safe and encouraging environment, which assisted them to 
persist through their difficulties. 
Most of the mothers in this current study expressed a high level of satisfaction from 
their interaction with peer support organisations such as the Australian Breastfeeding 
Association and La Leche League. This is consistent with research that recognises peer 
support as a strategy for improving breastfeeding continuation (Brown, 2019; McFadden et 
al, 2017; Pérez-Escamilla, Martinex & Segura- Pérez 2016).  However, one mother who 
reported a strong expectation by the peer support advisor for her to breastfeed ‘no matter 
what’, due to an attitudinal position of ‘breastmilk will cure all’, negated any positive support 
that may have been available, particularly as it appeared to remove the option of choice. 
While there is evidence that trained peer support has a positive influence on breastfeeding 
success, there are also reports, such as that in the current study, that identify an increased 
risk for early cessation within the first three postpartum weeks due to ineffective lay and 
professional support (Cross-Barnet, Augustyn, Gross, Resnik & Paige, 2012; Hauck, Fenwick, 
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Dhaliwal,Butt & Schmied 2011).  However, a strong motivation to succeed, as was shown by 
mothers in this current study enabled them to move on from unsupportive experiences and 
persevere in seeking out more positive assistance that would enable their success.  One 
important aspect of this success was the support available to them from their partners, 
despite their having only a limited knowledge related to breastfeeding and lactation. 
The success of this group of breastfeeding mothers supports research that shows partner 
support to positively influence breastfeeding duration (Maycock et. al., 2015; Swanson & 
Power, 2005).  The positive attitudes of the husband toward breastfeeding, their persistent 
encouragement, reassurance and willingness to enable breastfeeding in practical ways was 
described by the mothers as reassuring, confidence building and invaluable to their 
persistence through breastfeeding difficulties, and therefore pertinent to their breastfeeding 
success.  This indicates the importance of partner support as an element of breastfeeding 
success (Alianmoghaddam, Phibbs & Benn, 2017; Brown & Davies, 2014; Hansen, Tesch & 
Ayton, 2018; Tohotoa et al, 2009), and more broadly how informal supports are an essential 
adjunct to more formalised systems.  Therefore, the development of breastfeeding support 
education for partners and other significant others that promotes emotional, physical and 
practical assistance in meaningful ways has the potential to enhance their provision of 
support.  This could present an important part of increasing breastfeeding continuation 
despite common difficulties that can cause cessation in the early postpartum. 
Despite the positive support reported, particularly from partners, a few of the mothers 
in the current study also reported experiencing negative attitudes and discouraging 
comments from other close family members, particularly during the time breastfeeding was 
most challenging.  The mothers reported these interactions to cause doubt and compromise 
their self-belief and confidence.  As a consequence of these interactions, the mothers chose 
to actively avoid further interactions with negative influences and focus on engaging with 
only those who provided positive encouragement and reassurance.  As their breastfeeding 
challenges began to resolve, this group of motivated mothers sought out ‘like-minded’ 
mothers’ groups, and/or social networking sites that provided them an immediate source of 
practical information (Bridges, 2016), and the encouragement they felt contributed to their 
breastfeeding continuation.  The findings of this current study support the literature 
reporting that women’s perceptions of the service of support influences the experience of 
breastfeeding and therefore affects breastfeeding exclusivity and duration (Cox et al., 2014).  
The difficulties experienced in the current study of feeling unsupported and isolated, and 
being able to receive support online from groups where breastfeeding is normal and where 
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difficulties could be shared and journeyed together is consistent with findings of a qualitative 
study of women’s experiences of using online support by Regan and Brown (2019), and aligns 
with findings of a recent prospective cohort study reporting a positive association between 
breastfeeding to six months and having friends who breastfeed (Cox et al, 2017).  Though 
negative attitudes and comments of family members did not hinder breastfeeding success 
for the mothers in this study, they did exert unwanted pressure at a vulnerable time in the 
establishment of breastfeeding.  This highlights the importance of developing strategies that 
promote a knowledgeable culture of breastfeeding within families that might encourage the 
process of changing the breastfeeding culture in our community. 
5.4 Information sources 
Many of the mothers in this study used the information provided on social networking 
sites (SNS) such as Facebook and YouTube as their first source of support when experiencing 
the breastfeeding challenges, even prior to seeking professional support.  For one mother 
living regionally, this was her only source of breastfeeding support, and for several other 
participating mothers online breastfeeding support was preferred when feeling too 
overwhelmed and vulnerable to attend a face to face group.  This current study found the 
advice and reassurance sought by the mothers from internet provided information, 
encouraged and enabled them to learn, and to persist on their breastfeeding journey.  The 
trusted information, practical and emotional support found by these successful 
breastfeeding mothers indicate that online information can contribute positively to 
breastfeeding rates, especially for mothers who live regionally and, or are experiencing 
breastfeeding problems (Bridges, 2016; Giglia, Cox, Zhao & Binns, 2015; Regan & Brown, 
2019). 
The online support received by the highly motivated mothers who participated in this 
study represented an immediate source of trusted information, encouragement and practical 
advice that often led to engagement with online communities facilitated by health 
professionals or trained peer supporters.  The helpfulness of online resources, and the 
connections made with other mothers and  trained support counsellors, supports the benefit 
of self-motivated learning that Bridges, Howell and Schmied (2018) found in their exploration 
of online support for breastfeeding mothers.  It also highlights a supportive alternative for 
those mothers in the current study who felt unsupported by health professionals, family and 
friends.  Regan and Brown’s (2019) qualitative study exploring women’s experiences of using 
online support found these online groups to fill a need for women otherwise feeling 
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unsupported, but also provided the benefit of reaching vulnerable mothers too anxious to 
engage with face to face services.  Strategies to fund and inform mothers of trusted internet 
support sites could contribute to positive breastfeeding outcomes. 
5.5 Maternal attitude 
All the mothers participating in this study were highly motivated and held strong beliefs 
in their ability to breastfeed and the importance of breastmilk as a source of nutrition for 
their babies.  These beliefs augmented a motivation to source information, seek advice, 
accept the support offered and problem solve in order to find success in their breastfeeding 
goals. Persistence and determination to succeed, characterised the beliefs of the participant 
mothers despite some experiencing seemingly insurmountable difficulties. The positive 
outcomes of the mothers’ optimism, faith and confident expectations for breastfeeding 
endorses findings from a review by Whalen and Cramton’s (2010), which reported such 
maternal attitudinal and personal characteristics were predictive of higher rates of exclusive 
breastfeeding.  In this, the current study also provides further evidence to corroborate that 
self-efficacy, motivation and confidence do positively influence a woman’s ability to 
maintain breastfeeding over time (Blythe et al., 2002; Burns et al., 2012; Burns & Schmied, 
2017; de Jager et al., 2015; Hauck et al., 2011). 
All the participants in this study reported a lack of broader societal support, particularly 
in relation to breastfeeding in public, and at work, which they found, through their 
experiences of judgement and imposed expectation, lacked societal acceptance.  This 
concern is found in the literature to represent a barrier to breastfeeding for some women 
(Scott, Kwok, Synnott et al., 2015).  However, perceived social norms did not negatively 
influence the breastfeeding success of this small group of breastfeeding mothers.  All 
mothers participating in the study were highly motivated to breastfeed, experienced skin to 
skin contact after birth, significant partner support, chose to avoid formula 
supplementation, and exhibited positive attitudes toward breastfeeding and work, and 
breastfeeding in public. 
5.6 Recommendations 
The experiences of support the mothers in this study recounted whilst initiating 
breastfeeding indicate that there are still deficits in the support offered to breastfeeding 
mothers and advances to current health system support structures are needed.  The following 
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recommendations that have been developed from the study findings are also supported in 
the breastfeeding literature. 
A health system that offers knowledgeable and non-judgemental support and 
recognises individuality would aid the development of non-judgemental support that 
reinforces the importance of self-efficacy and promotes maternal confidence. A greater 
understanding of the process of lactation by the health professional could improve the 
practical support offered in implementing BFHI practice recommendations across the 
continuum of maternity care, and overcome the inconsistent advice and support currently 
being provided (Cunningham, Doyle & Bowden, 2018).  Similarly, a health system that 
recognises complexity and offers anticipatory, rather than reactive support responses will 
enable mothers to be more prepared for challenges that may lie ahead. 
The ability of support structures to acknowledge and affirm self-efficacy in a way that 
encourages mothers’ own proactive health-seeking behaviours to increase personal 
knowledge and skills, is likely to then enable them to engage and manage breastfeeding 
difficulties in partnership with a known support network. The experiences of the support 
reported by the mothers in this and other studies does have policy implications for improving 
professional communication and practices that empower maternal autonomy and improve 
access to support options, particularly at the time of hospital discharge.  Providing models of 
care that allow one-on-one education and support that is acceptable to the mothers’ 
circumstances can also assist to increase maternal autonomy and confidence to endure the 
complexities of their breastfeeding journey (Burns & Schmied, 2017; Phillips et al., 2018). 
The support experiences of the mothers’ participating in this current study could be 
improved by policies that better enable family and community supports through knowledge 
acquisition in pregnancy, and back up support in the postpartum period to further reinforce 
maternal self-efficacy and confidence to persist on their breastfeeding journey.  This could be 
achieved through a collaborative partnership model of care developed between health 
professionals and trained peer support that ensure information accuracy, and includes the 
provision of social media support for the benefits it provides to those who are isolated and, or 
apprehensive at seeking personal professional support (Regan & Brown, 2019).  Change could 
be facilitated by such partnerships that implement strategies that increase societal 
understanding from the early educative years, and therefore contribute to making 
breastfeeding a more socially acceptable norm. 
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The mothers’ experiences of struggle with breastfeeding difficulties regardless of parity, 
and their clear preference toward one-on-one support suggests future research might focus 
on support options.  Support options that allow one-on-one education and support that has 
the ability to transition breastfeeding mothers smoothly from hospital discharge into the 
home where breastfeeding is being established due to early hospital discharge policies.  
Further research might also endeavour to evaluate the impact of breastfeeding education 
scaffolded across the continuum of maternity care rather than being time or program 
specific. 
5.7 Limitations 
Narrative inquiry is time and labour intensive.  Personal work ethic and commitment 
addresses these limitations but does not eliminate them as it is the nature of this 
methodology (Bell, 2002).  Stories are naturally obscure and linguistically subjective as they 
are personally meaningful.  This makes them difficult to quantitatively access in an objective 
manner and therefore, the constructed narrative and analysis is affected by researcher 
subjectivity and personal interpretation.  Consequently, the process of reflexivity and a well-
maintained audit trail addresses this limitation (hardy, Gregory & Ramjeet, 2009).  As I am a 
novice researcher, the lack of specialist training Marshall and Rossman (2016) recommend 
for eliciting stories and meaning unobtrusively can affect trustworthiness of results.  This 
represents a limitation of this study and therefore will be mitigated through personal 
research and mentorship from supervisors.   
A further limitation of this study could be seen in the small purposive sample of seven 
mothers which is considered ‘small’ when used for thematic analysis (Braun & Clarke, 2013).  
In an attempt to counteract the routine practice of citing the ‘small’ size of qualitative 
samples among the study limitations (Vasileiou, Barnett, Thorpe & Young, 2018, p. 16), this 
sample size invited reflection, conversations, and time for each manuscript that enabled the 
intricacies of ‘breastfeeding support’ to be discovered through the mothers own meaningful 
realities (Green, 2013; Hunter, 2010).  This sample size also provided sufficient data that 
exposed patterns whilst remaining manageable within the time constraints of the research 
degree undertaken.  A further limitation could be seen as this small study can also be 
considered not representative of all mothers in Australia due to the homogeneous 
demographic characteristics of the women who participated, and that they were all decidedly 
highly motivated, educated, and intended to breastfeed prior to the birth of their babies.  
This affects the study’s generalisability as it is possible that mothers who did not have such a 
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dedicated interest in breastfeeding were also not inclined to participate in the study.  
Therefore, this study only represents those breastfeeding mothers who identify with these 
mothers’ stories and is not reflective of all mothers’ opinions and experiences of initiating 
breastfeeding.  However, the lack of generalisability may not invalidate the ability of this 
study to still be relevant beyond the sample studied. 
5.8 Conclusion 
The mothers who participated in this study demonstrated breastfeeding success to be a 
multifactorial phenomenon not only dependent on the personal characteristics of the 
mother and the mother-infant dyad, but accomplished by an accumulative, and collaborative 
influence of an array of health professional and trained peer support and interventions that 
acknowledge the influences of family, and the community to which the women belong. 
The women’s experiences of breastfeeding support reported in this current study 
indicate that there are still deficits in the support provided to breastfeeding mothers that 
need addressing.  For this small group of women supports could have been improved with 
advances to current support structures that recognise individuality, complexity and the 
importance of self-belief.  A system that enables anticipatory rather than reactive support 
responses from knowledgeable, non-judgemental professionals who recognise and 
empower a positive breastfeeding culture within families and communities is needed. The 
mothers’ narratives indicated that breastfeeding success is not limited to the intentions or 
actions of the mother alone but is reliant on the supportive and encouraging behaviours and 
attitudes of others and, is influenced by family networks, as well as the cultural, historical 
and social contexts of the mother’s life. These mothers’ stories tell us that their engagement 
with the various support structures available to them are diverse, and dependent on the 
individual mother’s perception, interaction and response to the service provided.  
Therefore, a more collaborative relationship between the existing formal and informal 
breastfeeding support structures that compliment, reinforce and strengthen the service 
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Appendix F Interview Structure 
Eliciting people’s stories will not follow a predictive set of questions, rather a series of 
prompts will be used to provide structure and encourage participants to expand on their own 
“plot line” related to breastfeeding support and what it meant to them.  However, there are 
broad categories and specific types of prompts and probes that the interviewer might 
anticipate using. 
Beginning the story telling process. 
− I’m interested to hear the story of your experience with the help and support you 
received with breastfeeding.  Perhaps you could start by taking about when you first 
began thinking you would breastfeed and how that decision came about? 
− What sort of support did you receive at that time?  Whose support was most important 
to you during that decision making time?  Why do you think that was?  Where other 
types of support important?  Did you feel anything/ anyone’s support was missing at 
this time?  Why was that?  What would you have liked to happen? 
Eliciting information regarding values, beliefs and habits – 
− ‘Was that (behaviour) ok with you? 
− ‘How did you know (eg. your milk supply was low)?’ 
− ‘Was that something you would usually do?’ 
Eliciting senses, feelings, thoughts and attitudes – 
− ‘How did you feel about being asked to do that ...?’ 
− ‘How did you feel about what he/she did ...?’ 
− ‘Did you imagine breastfeeding would be this way ...?’ 
− What did you feel was the impact this experience had on you/ your life? 
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Eliciting others in the story – 
− ‘Who was with you (or not with you) at this time ...?’ 
− ‘What did you think of that advice ...?’ 
− ‘How did that comment/ action make you feel then...?’ 
− What do you think about that (advice/action) …now?’ 
Contextual information – 
− ‘How did (what was happening) affect you/your life at this time...?’ 
− ‘How long did you plan on breastfeeding ...?’ 
− ‘Did you eventually learn to breastfeed ... feel comfortable  
... confident to breastfeed?’ 
− How did you make the decision to stop breastfeeding? 
Intuitive ways of knowing – 
− ‘You said “your supply dried up ...” can you talk about that some more ...?’ 
− ‘What was it like for you the moment you decided to ...?’ 
− How did you come to feel this was the best thing to do? 
End of the interview 
− ‘If over the next week you think of anything you wished you may have said please 
contact me as I would be very interested in hearing more of your experience’ 




Appendix G Collected Participant Demographic Data 
Pseudonym Personal details Personal & family breastfeeding history Birth details Baby details 
Rebekah Age 31 
married 
Bachelor degree 
Not employed, no intention to 
return to employment 
Parity 1 
Breastfeeding (BF) 1 child 
Currently BF 
No BF history 
BF as an infant, partner BF as infant 
Family/friends BF 
Spontaneous vaginal birth 
(SVB) 
No analgesia 
Gestation 38 weeks 
Age 5 months 
Leah Age 32 
Married 
Education level not disclosed 
Maternity Leave, planned return to 
work at 10 months 
Parity 2 
BF 2 children 
Currently BF 
BF history includes breastfeeding jaundice and 
blocked ducts management. Social negativity 
Friends BF 
Caesarean section Gestation 41 weeks 
Age 6 months 
Ruth Age 26 
Married 
Bachelor degree 
Maternity Leave, no intention to 
return to employment 
Parity 1 
BF 1 child 
Currently BF 
No BF history 
BF as an infant, partner BF, friends BF 
SVB 
No analgesia 
Gestation 39 weeks 
Age 7 months 
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Pseudonym Personal details Personal & family breastfeeding history Birth details Baby details 
Esther Age 32 
Married 
Postgraduate Certificate/ Diploma 
Maternity Leave, planned return to 
work at 10 months 
Parity 3 
BF 3 children 
Currently BF 
BF history includes Tongue Tie management 
BF as an infant, partner BF, family/friends BF 
SVB 
No analgesia 
Gestation 40 weeks 
Age 4 weeks 
Mary Age undisclosed 
Married 
Bachelor degree 
Not employed, no intention to 
return to employment 
Parity 2 
BF 2 children 
Currently BF 
BF history includes Mastitis, blocked ducts, nipple 
damage, low milk supply, failure to thrive and low 
weight gain 
Personal BF history unknown, partner BF, friends BF 
SVB 
No analgesia 
Gestation 40 weeks 
Age 3 years 
Naomi Age 32 
Married 
Bachelor degree 
Home business owner, resumed 
business activity at 6 months 
postpartum 
Parity 1 
BF 1 child 
Currently BF 
No BF history 




Gestation 42 weeks 
Age 2 years 
Martha  Age 35 
Married 
Bachelor degree 
Home business owner, resumed 
business activity at 1 week 
postpartum 
Parity 2 
BF 2 children 
BF both children for 20 months 
No history of BF difficulties  
BF as an infant, partner BF, Family/friends BF 
SVB 
Epidural analgesia 
Gestation 38 weeks 
Age 2 years 
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